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1. Barany Pointing Test. The patient points at a stationary object, first with his eyes open 
and then closed. A constant error in pointing (past pointing) with his eyes closed in the 
presence of vertigo indicates peripheral labyrinthine disease or an intracranial lesion. 


2. The Caloric (Barany) Test. 

The patient sits with his eyes fixed on 
a stationary object and the external 
ear canal is oy oy with hot (110 to 
120 F.) or cold (68 F.) water. If the 
vestibular nerve or labyrinth is 
stroyed, nystagmus is not produced 
on testing the diseased side. 


3. The Rotation (swivel chair) Test. 
The patient sits in a swivel chair with 
his eyes closed and his head on a level 
plane. The chair is turned through ten 
complete revolutions in twenty seconds. 
Stimulation of a normal labyrinth will 
cause nystagmus, past pointing of the 


arms and subjective vertigo. 


Notes on the Diagnosis and Management of ‘“‘Dizziness” 


I. Vertigo 


The term “dizziness” (vertigo) 
should be restricted to the sensa- 
tion of whirling or a sense of mo- 
tion.! This sensation is usually of 
organic origin and is the tangible 
symptom of a specific pathology. 

Moderate vertigo, with a sense 
of motion and a whirling sensa- 
tion, may be produced by infec- 
tion, trauma or allergy of the 
external or middle ear. Examina- 
tion of the ear will usually dis- 
close the abnormality. 

Severe vertigo, which will not 
permit the patient to stand and 
causes nausea and vomiting, in- 
dicates an irritation or destruction 
of the labyrinth. The specific con- 
dition may be labyrinthine hy- 
drops, an acute toxic infection, 
hemorrhage or venospasm of the 
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labyrinth or a fracture of the laby- 
rinth. Multiple sclerosis and 
pathology of the brain stem should 
be considered also. 

It is important to learn if the 
patient’s sensation is continuous 
or paroxysmal.? Paroxysmal ver- 
tigo suggests specific conditions: 
Méniére’s syndrome, cardiac dis- 
ease and epilepsy. Continuous 
vertigo without a pattern may be 
due to severe anemia, posterior 
fossa tumor or eye muscle im- 
balance. 

Dramamine® has been found 
invaluable in many of these con- 
ditions. In mild or moderate ver- 
tigo it often allows the patient to 
remain ambulatory. A most satis- 
factory treatment regimen for 
severe “dizziness” is bedrest, mild 


sedation and the regular adminis- 
tration of Dramamine. 

Dramamine is also a standard 
for the management of motion 
sickness, is useful for relief of 
nausea and vomiting of radiation 
sickness, eye surgery and fenestra- 
tion procedures. 

Dramamine (brand of dimen- 
hydrinate) is supplied in tablets 
(50 mg.) and liquid (12.5 mg. in 
each 4 cc.). G. D. Searle & Co., 
Research in the Service of Medicine. 


1. Swartout, R., III, and Gunther, K.: 
“Dizziness Vertigo and Syncope, GP 
8:35 (Nov.) 1953. 


2. DeWeese, D. D. : Symposium : Medical 
Management of Dizziness: The Impor- 
tance of Accurate Diagnosis, Tr. Am. 
Acad. Ophth. 58:694 (Sept.-Oct.) 1954, 
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The American Academy of Generol Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section, In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP is published monthly by the American Academy of 
Generol Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Broadway ct 
Thirty-fourth St., Kansas City 11, Missouri. Publication Office 
(printed): 350 East 22nd Street, Chicago 16, lilinois. * One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
{linos, + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright, 1956 by the 
American Academy of General Practice. 
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Hay Fever—Its Causes and Treatment . 
Vincent J. Fontana, M.D. 
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sensitiveness. In this essay, details of diagnosis and treatment are 
carefully set out. 
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Hugh H. Hussey, M.D. 


Advice for Travelers Going Abroad . 
Kermit H. Gruberg, M.D. 
Americans are the world’s foremost tourists. When they travel abroad, 
they need advice and protection from their family physician. 
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Sol Katz, M.D. 


Facilities for Training the Handicapped Child . 
James F. Garrett, Ph.D. 
Dr. Garrett stresses the inadequacy of facilities now available in most 
communities for the special education of handicapped children. 
There is particular need for a nationwide standardization of objectives. 


The Sleepy Driver as a Preventive Medicine Problem . 
John R. Rodger, M.D. 
Sleepy automobile drivers are responsible for about 1,500 deaths and 
53,000 injuries each year in the United States. The family physician 
can play a large part in reducing that toll. 
The Magnet Is Mighty 
|. Phillips Frohman, M.D. 
Practical Therapeutics—Ciinical Management 
of Toxemia of Late Pregnancy . . . ... 
John E. Lindley, M.D., Stanley F. Rogers, M.D. and John H. Moyer, M.D. 
Present-day antihypertensive therapy has remarkably reduced the 


threat of toxemia of pregnancy. The authors give full details for ad- 
ministration of various drugs that lower blood pressure. 
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What with sneezing, wheezing and scratching, being 


allergic is fatiguing business. As a result your 
hypersensitive patients suffer from emotional de- 


(tripelennamine hydrochloride and methyl pression in addition to their allergic symptoms. 
P y y hloride CIBA) 


Now, with Plimasin, you can give these patients a 
lift—and obviate sedative side effects. Plimasin is a 
combination of a proved antihistamine and Ritalin 
—a new, mild psychomotor stimulant. Plimasin not 
only relieves the symptoms of allergy but counter- 
acts depression as well. 


Dosage: 1 or 2 tablets every 4 to 6 hours if necessary. 
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OASI Disability Bill 
Wins Senate Battle 


Dedication Ceremony 
Plans Announced 


Significant Events 


SECRETARY'S NEWSLETTER 


AUGUST, 1956 


> We lost! 

By a one-vote margin, the Senate on July 17 launched 
the controversial OASI cash disability benefits program, 
perhaps the most hotly contested legislative proposal 
since the Truman era campaign for national compulsory 
health insurance. A last-minute political coup de main, 
plus Senator Walter George's political swan song, received 
credit for swinging the 47-45 vote. Other factors include 
a politician's natural reluctance to vote against social 
welfare programs in any election year and a tired Senate's 
expressed desire to go home and start shaking the hand of 
the collective constituent. 

Long advocated by labor unions and welfare pressure 
groups, the bill will pay disability benefits to more 
than 250,000 people and will be financed by yet another 
one-quarter of 1 per cent tax on the first $4,200 of earned 
income. For no good reason, the money will flow into a 
separate trust fund——another federal agency pocket. 

Senator George, retiring after 34 years in the Senate, 
accused his colleagues of haggling when they are asked to 
"do something for the poor people of this country." 
Opposition leader Harry F. Byrd (D-Va.) pointed out that 
during his 24-year tenancy, he had seen many aid programs 
start the size of a mouse and rapidly "grow to the pro- 
portions of an elephant." 

Interestingly, 1956 may be remembered as medicine's 
darkest year to date. Never before, in a single year, has 
organized medicine failed to prove the error of so much 
proposed legislation. Bills have been passed that during 
the Roosevelt-Truman regime would have been regarded as 
much too radical. In three short years, social welfare 
planners have made more progress than perhaps they 
dared to hope. 

If you're interested (and every American taxpayer and 
voter should be) write or wire the President urging a 

veto. Eisenhower is opposed to the log-rolling disability 
amendment. He was courageous enough to veto the misguided 
farm aid bill. There's a chance he'll face up to the 
treasury raiders on this one. But political realists don't 
expect a Presidential veto of an omnibus social welfare 
measure in an election year! 


>» Members should make plans now to attend the new building 


dedication ceremony at 2 p.m., Saturday, September 1. 
Academy member Dwight H. Murray, president of the American 
Medical Association, will be the principal speaker. Cere- 
monies will precede a Saturday evening banquet in the Grand 
Ballroom of the Hotel Muehlebach. Visiting members and 
special guests are invited. 

A hotel reservation form appears on page seven. This 
should be filled out and returned to the headquarters office 
as soon as possible. 
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> State chapter officers will have an opportunity to dis— 
cuss mutual problems during a one-day conference on Sunday, 
September a following new building dedication ceremonies. 
Drs. Harry Marchmont-Robinson, Chicago, 1ll., and Earl C. 
Van Horn, Cincinnati, Ohio, members of the State Officers' 
Conference committee, point out that the meeting will 
include a discussion of the three Academy—sponsored group 
insurance plans. An insurance committee representative from 
each state chapter should plan to attend the conference. 

In addition to the dedication ceremony and the State 
Officers' Conference, the Board of Directors will hold a 
one—and—a—half day meeting, beginning August 3l. 


Phelps and Hodges > Academy President-elect Malcom E. Phelps, El Reno, 
On Advisory Council Okla., and Francis T. Hodges, San Francisco, Calif., have 
been named to a top—level advisory committee which, under 
the new Military Dependents' Medical Care law, will see 
that medical care is provided for dependents of all 
servicemen. Dr. Hodges is chairman of the Academy's Com- 
mittee on Voluntary Prepaid Medical Care. The appoint- 
ments were made recently by Dr. Frank Berry, Assistant 
Secretary of Defense, from a list of nominees submitted 
by the Academy at the department's request. 

The new law gives the federal government statutory 
authority to provide medical care for all dependents of 
servicemen. Under existing regulations, care is provided 
only when the dependent can utilize medical care facilities 
at a military installation. 

The $76 million bill permits the Department of Defense 
to contract for health and medical care insurance plans 
that will enab! sndents to obtain care from civilian 
doctors if milit facilities are not available. The 
advisory committ ill help select a workable method of 
contracting for private medical and hospital care. 


Scheele Resigns p Dr. Leonard A. Scheele, surgeon general of the United 

Top USPHS Post States Public Health Service for 25 years, has resigned 
to accept the presidency of Warner-—Chilcott Laboratories. 
Dr. Scheele's resignation was followed by words of praise 
from Eisenhower and HEW Secretary Marion Folson. 

First appointed by President Roosevelt, Scheele last 

April started his third term as surgeon general. He has 
been a staunch friend of the Academy's and will be missed 
by many of his colleagues and associates. There may be 
an understandable delay in the appointment of his successor. 


DeTar Faces Heavy pb A crowded speaking schedule, in addition to other impor- 
Speaking Schedule tant responsibilities, will occupy Dr. J.§S. DeTar, the 


Academy's popular president, in coming months. Last month, 
Dr. DeTar spoke to the Pennsylvania State Medical Society 
on "Contributions to Community Health Made by Physicians." 

On September 7, Dr. DeTar will address an Estes Park meet- 
ing of the Colorado State Medical Society. His subject will 
be "The Generalist and His Hospital Problems." He will 
appear on the September 19 scientific program during the 
annual meeting of the Academy's Ohio chapter. At the same 
meeting, Dr. DeTar will also discuss "Recent Events of In- 
terest to the Generalist." At the October 17 meeting of the 
Georgia chapter, Dr. DeTar will talk on "The Outlook for the 
Generalist. "The following day, at the Arkansas chapter's 
Fall Assembly, he will repeat his Ohio meeting address. At 
the January 29 International Medical Assembly of Southwest 
Texas, meeting in San Antonio, Dr. DeTar will talk on "The 
Generalist, the Hospitals, and the AMA." 
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This Month's Authors 


Vincent J. Fontana, M.D., is author of the timely article, “Hay Fever—Its 
Causes and Treatment.” A 1947 graduate of the Long Island College of Medicine, 
he later specialized in pediatrics and allergy. He was chief of allergy at the National 
Naval Medical Center, Bethesda, Md., from 1952 to 1954 and is now engaged in 
teaching and pediatric allergy research at the New York University-Bellevue Med- 
ical Center Postgraduate Medical School. He is also consultant in allergy at St. 
Albans Naval Hospital and assistant attending physician at University and 
Gouverneur Hospitals. Former private attending physician to the Secretary of the 
Navy, Dr. Fontana was commended by the United States Navy surgeon general. 


|. Phillips Frohman, M.D., author of ‘The Magnet Is Mighty,” says he always 
has two or three papers “in the works.”” Recently he collaborated with author 
Sidney Shalett on a Saturday Evening Post article entitled ‘Doctors Should Tell 
the Truth.” Dr. Frohman is an active member of the Academy and a founder and 
charter member of the District of Columbia chapter. He is a past chairman of the 
AMA’s Section on General Practice. A member of numerous medical and scientific 
groups, Dr. Frohman also is active in civic affairs and is in demand as a public 
speaker. His more leisurely interests include an iris garden, Boxer dogs, antiques, 
the theatre and swimming. 


James F. Garrett, M.D., assistant director of the Office of Vocational Reha- 
bilitation in the Department of Health, Education and Welfare, wrote ‘Facilities 
for Training the Handicapped Child.” Educated at Fordham College and New 
York and Fordham Universities, Dr. Garrett has engaged in rehabilitation work 
since 1942, first as assistant educational director for the Institute for Crippled 
and Disabled; from 1944 to 1948 as chief of special rehabilitation procedures for 
the Veterans Administration; and from 1948 to 1951 as assistant professor of 
clinical psychology, New York University College of Medicine and chief of Psycho- 
Social and Vocational Service, Institute of Physical Medicine and Rehabilitation. 


Kermit H. Gruberg, M.D., has been engaged in general practice and indus- 
trial medicine for several years. He is also a postgraduate student in public health 
at the University of California School of Medicine and a partner in a three-man 
industrial clinic, Berkeley, Calif. Dr. Gruberg is deeply concerned with public 
health, especially as it relates to industry. The author of “Advice for Travelers 
Going Abroad” traveled extensively in the South Pacific during World War II 
and more recently in Europe. An Academy member and a lieutenant colonel in 
the Army Reserve, Dr. Gruberg received his A.B. degree at the University of 
Michigan and his M.D. from New York University College of Medicine. 


John E. Lindley, M.D., is an obstetrician and gynecologist in Houston and 
an instructor in those specialties at Baylor University College of Medicine. He is 
also active staff physician at St. Luke’s Episcopal Hospital and Jefferson Davis 
Hospital in Houstoa. A native of Macon, Miss., Dr. Lindley received his B.S. 
degree in 1950 from the University of Mississippi and his M.D. from Harvard 
Medical School in 1952. This was followed by internship and residency at Jeffer- 
son Davis Hospital, Houston, from 1952 to 1956. Dr. Lindley is co-author, with 
Dr. Stanley F. Rogers and Dr. John H. Moyer, of “Clinical Management of Tox- 
emia of Late Pregnancy.” 
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all the benefits of the “predni-steroids” 


plus positive antacid action 
to minimize gastric distress 


ROUTINELY ACHIEVED WITH 


(Buffered Prednisone) 


| 
Clinical evidence!.2:3 indicates that “ elira 
to augment the therapeutic advan- 


tages of prednisone and predniso- affered Prednisolone) 
_—, antacids should be routinely 2.5 mg. or 5 mg. 

co-administered to minimize gas- prednisone or 

tric distress. ane with 

References: 1. Boland, W., J.A.M.A. trisilicate and MERCK 2 & DOHME 
160:613, (Feb: 25,) ies . 2. M argolis, 300 mg. aluminum DIVISION OF MERCK & CO., INC. 
M. 8454, Gune hydroxide gel. PHILADELPHIA f, PA, 
158:459, (June 11,) 1955. 


*CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of MERCK & Co., INC. 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Multiparous, Greafer Polio Risk 


Dear Sirs: 

It seems to be generally known that the incidence of 
paralytic polio is increased in multiparous women, yet to 
my knowledge there has been no nationwide publicity of 
this fact. If this is true, then the mothers of large families 
need the protection as much as the children. I am the 
father of such a family. It has been my personal experience 
to witness this type of polio in the families of three St. 
Louis doctors. This is a real tragedy. Let’s protect these 
mothers on a nationwide basis. 

ALBERT L. BONFANTI, M.D. 
St. Louis, Mo. 


Wise and Timely 


Dear Sirs: 

The article by Dr. Hugh Hussey in the May GP, entitled 
“Emotional Problems of Adolescents”’ deserves reader com- 
ment. In this article Dr. Hussey brings out one of the most 
essential reasons for the existence of the general physician. 
How can a physician-family counselor cope with the fam- 
ily’s problems unless he knows the family? The problems 
of adolescence are not only the problems of an adolescent. 
As Dr. Hussey emphasizes, they are the problems of the 
parents, the grandparents, the aunts and uncles and the 
siblings as well as the adolescent himself. Many of his prob- 
lems have their incipiency in early childhood at a time 
when the child and his parents should be seen regularly 
by the family doctor. 

The family which has an obstetrician for mother, a pe- 
diatrician for the children, and any available doctor for 
Dad is a family without coordinated medical care. How 
many lives are saved by overspecialization in a community 
is a nebulous and debatable question. It is probably easier 
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to estimate how many lives are made healthier, happier 
and more tolerable as a result of good coordinated care 
by a family physician. 

Dr. Hussey’s article is excellent at face value. It is even 
more excellent because it implies the great need in many 
communities in the U.S. to return the family to the family 
physician and return the specialist to his original position 
of eminence as a consultant whose help to the family 
physician is indispensable. In that capacity the specialist 
is a medical benefactor of immeasurable value. As a medical 
automaton with an assembly line practice he creates a cleav- 
age in the medical care of the family which robs that family 
of the coordinated services of a family doctor. 

Overspecialization (emphasis on over) and the tendency 
of some general practitioners to mimic the ways of the spe- 
cialist-automaton is one important factor in the inadequate 
handling of the adolescent’s emotional problems. 

Overspecialization, as I mean it here, implies an im- 
balance of specialists to general physicians in a community. 
When there are too few general physicians it is impossible 
to render coordinated medical care to the families of such 
a community. This is a deplorable situation in the midst 
of modern American medicine. Even more deplorable is 
the general practitioner who with his knowledge of the 
whole family muffs the opportunity to aid the adolescent 
with his emotional problems. 

Dr. Hussey’s article is wise and timely. 

Norman F. Coutrer, M.D. 
Orlando, Fla. 


Accepts Advice—Offers Aid 
Dear Mr. Cahal: 


First of all, I wish to thank you for your excellent advice. 
Sometime ago I sent you a copy of my article, “Dad, 
Should I Study Medicine ?,” and you advised me to submit 
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A Potent Anticholinergic Agent for the effective treatment 
of PEPTIC ULCER 


Widely used to allay excessive parasympathetic 
stimulation of the biliary, intestinal and 


DOSE: genitourinary tracts. 
One tablet q.i.d. 

AVAILABLE - 
Malicotran 10 mg., scored green tablet 


Malcotran (10 mg.) with Phenobarbital (8 mg.) 


scored yellow tablet 
Liberal sample and literature on request Clhical Pharmaceuticals Since 1888 
*NEW DRUG dosage ot homatropine methylbromide MALTBIE 
MALTBIE LABORATORIES DIVISION WALLACE & TIERNAN,. INCORPORATED 
BELLEVILLE 9. NEW JERSEY 
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it to the Journal of the Student American Medical Association, 
which I did. It appeared in the February and March, 1956 
issues and now I realize your advice was excellent, because 
it was the most ideal publication for such an article. 

The response and acceptance of this article was much 
greater than I had ever anticipated. I received a very fine 
letter of congratulation from the Mayo Clinic which also 
requested reprints. 

In the April issue there was a note by the editor stating 
that many had written in, who were favorably impressed 
by the article; that several medical journals were going to 
reprint it; and there were requests for several thousand 
reprints. 

I also received a letter from the American Medical Asso- 
ciation stating: “Because we thought your article “Dad, 
Should I Study Medicine?” in the Journal of the Student 
American Medical Association was so excellent, we thought 
you’d like to know that we are reprinting them for distri- 
bution to program chairmen at the General Federation of 
Women’s Clubs meeting in Kansas City.” 

I was also very much interested in the “Memo from the 
Publisher” in the April GP, in which you suggested that 
drug manufacturers and physicians get together to iron out 
some of our present difficulties. 

Several years ago, I wrote to most of the presidents of 
leading drug manufacturers in the country, explaining why 
they produced “duds.” A dud is a drug preparation which 
after considerable expense in development, detailing and 
advertising, dies on the druggist shelves. As you stated 
there are so many new preparations coming out that it is 
humanly impossible for any physician to keep up with 
them; secondly, drug manufacturers don’t make money on 
many of them, and druggists profits are cut down because 
of large inventories of drugs that stand on the shelves and 
gather dust. 

It so happens that most manufacturers develop new 
drugs, and after experimental work they are tried in large 
clinics or hospitals. Most drugs are sold through the gen- 
eral practitioner, and not the specialist. Many of these 
preparations are fine when used in large hospitals where 
they have adequate laboratories. However, like certain pro- 
cedures in surgery, or obstetrics, which may be fine in large 
hospitals, they are very impractical for the general practi- 
tioner who is way out in the sticks and who doesn’t have 
such facilities. Many drugs are ideal in a large city, but are 
too toxic and dangerous for a rural doctor whose extent of 
laboratory procedures may be nothing more than being 
able to do a urine analysis, or a blood count. 

Having had considerable pharmacy experience, I sug- 
gested that they let me evaluate new drugs in my own 
private practice, under identical conditions to which the 
drug would be placed when marketed or put into usage. 
I would evaluate the drug after considerable trial, and 
would recommend whether the drug be marketed, improved 
or dropped entirely. In this manner, they would get an 
accurate evaluation, and would not spend large amounts of 
money, only to find the drug too toxic, or perhaps of too 
little value, or a dud preparation. 

I got response from about 95 per cent of the companies. 
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This is how I got into the clinical evaluation of new drugs. 
At present, I have been doing work for Ciba, Geigy, Schen- 
ley and Kremers-Urban. In one instance, I evaluated a new 
nonbarbiturate hypnotic drug for one large company, and 
practically got 100 per cent failure with the drug. The drug 
caused dizziness, and bizarre side reactions in about 75 per 
cent of my cases, and was ineffective in the remainder who 
tolerated the drug. My work was just the opposite of the 
other clinical investigators. However, after investing in the 
product, in advertising, etc., the manufacturer now is find- 
ing out my work was correct, and the drug is going to be 
a failure. Needless to say, I since have gotten other prepa- 
rations to evaluate for the same company. 

So at present, I am a consultant, and clinical investigator 
for many large drug concerns—in other words, a link be- 
tween the manufacturer and the physicians who use their 
products. In fact, in the Biological Division of the New 
York Academy of Science, I am listed as being in private 
practice, and a clinical investigator of new drugs. Perhaps 
I am the only general practitioner that belongs to the New 
York Academy of Science. That is the reason why I am so 
keenly interested in the thinking brought out in your 
memo. I certainly would feel honored, and would be glad 
to do my share, if you felt I might be of any value to the 
organization of such a group. 

‘The group also might bring about some improvement in 
pharmacology, drug therapy and prescription writing in 
our present-day medical schools and teaching programs. 
Unfortunately, many of our present medical school gradu- 
ates can not write prescriptions because they are given 
these courses in their sophomore year, and forget it by the 
time they are juniors and seniors, when they are ready to 
make practical use of this knowledge. Perhaps it would be 
better to teach these subjects in the senior or internship 
years, instead of having to learn from detail men when they 
are through with their medical education. 

Apo.pu L. NATENSHON, M.D. 
Milwaukee, Wis. 


“Where Does the Fault Lie?” 


Dear Sirs: 

Regarding the article, ‘Your Part in Nursing Recruit- 
ment” by Lois Lamme, in the May GP, to me the free use of 
the word “recruitment” is an admission of mass lethargy or 
aversion to nursing courses. Where does the fault lie? 

Applicants for this honorable, fascinating occupation 
should be numerous and the rejection rate high. 

Graduate nurses are underpaid; this is a deterrent but 
there are other reasons even more important, such as: 
(1) The length of courses, (2) The archaic attitude toward 
marriage, (3) Pregnancy and (4) Family migration. 

There is no reason why the course cannot be shortened 
to two and one-half years at least in many centers such as 
state and federal hospitals where menial tasks fall to per- 
manent nurse’s aids. 

Many girls avoid nursing courses because they represent 
three or more years of isolation. During this time they 
must not marry or do so secretly and often end up divorced. 
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10 important vitamins 
in each tiny Dayalet: 


Vitamin A.. 3 mg. (10,000 units 
Vitamin D.. 25 mcg. (1000 units 
Thiamine Mononitrate.... 5 mg. 
Riboflavin. .... 5 
Nicotinamide... ... 
Pyridoxine 

Hydrochloride........ 

min Bis 

(as cobalamin concentrate 

Folic Acid 


Tommy Teen is Vitemin-Le 


Tommy can spoil an 
appetite without even trying 


Between hot dogs, pop, and tutti-frutti, 
asn't room for anything else. (If he had, it 
would probably be more of the same.) And this 
sort. of thing may run in the family. A sound dietary 
will be in order, of course, along with 
good multivitamin reinforcement. 


Give-him a Dayalet'a 


y 
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Calcium Pantothenate..... 5 mg. 


Marriage privileges were given to medical students very re- 
Juctantly not too long ago and should have been granted to 
student nurses with the beginning of the acute shortage 
back in World War II. 

In the event of pregnancy, a nurse in training should 
be allowed to have a leave of absence of one or two years 
and should be allowed to return to refresh and finish the 
course—all for the good of the nation, hospital, home, 
family and community. She should not be punished by 
expulsion for life for bearing a future citizen. 

In case of moving of parents or husband (when marriages 
are allowed) or for health or economy reasons, the trainee 
and her course should be transferable interstate if not 
interurban. Moving privileges could be abused if a nurse 
could cross a street from one school to another but there 
could be some ruling whereby a certain radius remains 
out-of-bounds for transfer or comparison of hospitals. 

Transfers could be limited to semesters or annual inter- 
vals and qualifying examinations set for all new re-entrants 
and transferees so that substandards could be rejected. If, 
like universities and colleges, schools of nursing were open, 
allowing freedom of transfer for students from one to an- 
other, there should be no shortage of student nurses in 
this country. 

The sectarian hospitals are naturally most suited to 
pioneer this free transfer system between nursing schools 
of the same religious sect. 

It is not the three years of incarceration that the intelli- 
gent nurse-hopeful fears, it is the numerous fine print or 
verbal paragraphs in the contract making her life not en- 
tirely her own to lead. 

Epwarp A. HackIE, M.D. 
Bellflower, Calif. 


GP welcomes a discussion of factors contributing to the 
shortage of nurses. 

Length of courses is one of the difficult problems of nursing 
education. The AMA House of Delegates, at its annual meeting 
in June, 1953, reaffirmed its recommendation of 1948 that the 
present three-year program for diploma training courses be 
reduced to two years. However, many educators say that the 
type of nursing program will have to be changed before the 
courses can be shortened. Hospitals grew up in this country 
depending on student nurses for service. As it is now, the 
courses have to be as long as they are to include all of the 
necessary educational requirements. There are at least two re- 
cent experimental programs which stress the educational side 
of nurses’ training. 

During the last decade, more and more schools of nursing 
have been accepting married students and allowing married 
students to complete their basic nursing programs. This is 
particularly true of the collegiate schools. However, many 
schools of nursing still do not accept married students; others 
allow students to marry in the final year of the program only; 
and still others base decision of accepting or retaining married 
students on individual cases. 

Marriage is one of the leading causes of withdrawals from 
schools of nursing. However, it is sometimes possible for a 
studen! with satisfactory grades to transfer to a school that has 
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more liberal policies regarding marriage. State Boards of 
Nurse Examiners can provide the names of schools within a 
state which admit married students, but final decision on ad- 
mitting married students is always made by the school itself. 
The schools with more liberal rules in regard to marriage 
also are more liberal in granting pregnancy leaves. 

Transfers from one nursing school to another, of course, 
involve an evaluation of credits by the individual schools. 
There does seem to be a “beginning” trend to allow more 
transfers than in the past.—PUBLISHER 


How Many “Ham” Operators? 
Dear Sirs: 


In the course of hobbying with amateur radio I have 
contacted several general practitioner “hams” throughout 
the country. 

The chats, all in code, were very interesting. One New 
Jersey brother had just returned home from a late delivery ; 
another aficionado in Iowa had some good observations on 
dispensing; still another in Louisiana was keeping abreast 
of a busy practice through daily radio contacts with a doc- 
tor brother in the Virgin Islands. Another man in the Utah 
mountains managed to find a few minutes for “hamming” 
every day. 

If GP will be kind enough to publish this request I'd 
like to compile a list of all general practitioner amateurs 
in the country. Perhaps their names, addresses, and call 
letters, can be published in a future issue. A so-called 
QSL card, or note on a post card, from each general prac- 
titioner amateur to the following address will get the list 
started: 

John M. Collins, M.D. 
Amateur Radio Station WOTEK 
6928 Hampton Ave. 

St. Louis 9, Mo. 

Who knows? We may be able to do a little good some 
day! 

Joun M. Couns, M.D. 
St. Louis, Mo. 


Follow the Leader 


Dear Sirs: 

I appreciate more than I can say, your kindness in send- 
ing me the anthology, “Your Family Doctor,” and the 
other information. 

On all counts, medicine has done a better job of estab- 
lishing itself as a learned profession and in maintaining 
high standards of proficiency, discipline, public confidence, 
etc., than have any of the other professions. We are most 
anxious to learn everything we can from you and to emulate 
your fine example in any respect where it can be adapted to 
our conditions. Thank you again for the material. 

Marguis G, Eaton 
Certified Public Accountant 
Eaton & Huddle 
San Antonio, Tex. 
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Helps fill nutritional needs 


of a cross section 


of your patients 


PEDIATRIC 


and to help fill the 
nutritional gap between 
sickness and health 

in major illness, 

injury, or surgery: 


first with lysine 
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e ADOLESCENT + GERIATRIC 


(Critically essential .-lysine with important B vitamins) ; 


Efficient tissue synthesis requires 
e all the essential amino acids 
e simultaneously 


e in the correct proportions,’ e.g., as in animal proteins. 


Synthesis lags when lysine is low 


An average of 20 to 40 per cent of dietary protein consists of 
cereal or wheat protein which is likely to be 50 per cent lysine 
deficient. Numerous authorities report that, “By adding a small 
quantity of lysine, the over-all amino acid balance is corrected 
and tissue building value approximately doubled.”? 


Daily dose of 3 teaspoonfuls, one with each meal, provides: 


L-Lysine Monohydrochloride 
Vitamin 

Thiamine Hydrochloride 
Riboflavin 

Pyridoxine Hydrochloride 
Niacinamide 

Panthenol 


Alcohol 5% 
*Equivalent to 600 mg. L-lysine 
Supplied in bottles of 8 fl. oz. 


REFERENCES 

1. Cannon, P. R.: J.A.M.A. 
135:1043, 1947. 

2. Flodin, N. W.: American 
= & Processor 8/:30, 


Cerofort tablets 


(c-lysine plus all the important vitamins) 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 


C fo rt 
mg. 
100 mg. 
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PERSONALITIES 


IN THE MEDICAL NEWS 


W. D. Snively, Jr., M.D. 
An Outstanding Exhibit 


ACADEMY MEMBER Dr. W. D. Snively, Jr., received the Billings 
Gold Medal for his scientific exhibit on body fluids, presented in 
conjunction with co-workers Dr. M. J. Sweeney and Martha Wess- 
ner, at the recent AMA meeting in Chicago. Dr. Snively, vice 
president and medical director of Mead Johnson & Company and 
attending physician at the Public Health Nursing Association 
Child Health Clinics at Evansville, Ind., qualified for the honor by 
virtue of an intensive study of body fluids, including preparation 
of many scientific exhibits, lectures and articles, and a recently- 
published textbook. Fluid Balance Handbook for Practitioners was 
co-authored by Dr. Sweeney and is dedicated to Dr. Snively’s 
general practitioner father. Dr. Snively is a former Board member 
of the Indiana Academy of General Practice. He engaged in private 
practice of medicine at Rock Island, Ill, prior to flight surgeon 
duty with the United States Navy and Marines from 1941 to 1946. 


Maurice R. Hilleman, M.D. 
An Effective Vaccine 


A VACCINE more than 90 per cent effective against two recently 
discovered viruses has been developed by a group headed by Dr. 
Maurice R. Hilleman, chief of the Department of Respiratory Dis- 
eases at the Walter Reed Army Institute of Research in Washing- 
ton. The viruses produce acute illness of the upper respiratory 
tract and are a major problem in military medicine. General use of 
the vaccine promises to effect great savings in money and man- 
power. Dr. Hilleman, who is also visiting professor in the Univer- 
sity of Maryland Department of Bacteriology, formerly was chief 
of the Virus Department of E. R. Squibb and Sons and visiting 
medical investigator for the Rockefeller Institute. Recipient of the 
Howard Taylor Ricketts prize in 1945, his most recent award is 
the Decoration for Exceptional Civilian Service given by Robert 
T. Stevens, Secretary of the Army, for discovery and elucidation 
of the new RI-67 viruses. 
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Walter L. Bierring, M.D. 
A High Honor 


OnE OF MEDICINE’s highest honors, the 1956 Distin- 
guished Service Award, was presented to veteran phy- 
sician Dr. Walter L. Bierring, at the annual June meet- 
ing of the American Medical Association. The 88-year- 
old Des Moines doctor, a former AMA president, was 
thus recognized for his achievements in public health 
and his 40 years’ service in medical examining board 
work, a career that encompassed a half-century of thrill- 
ing medical advances. When a young man in his native 
Des Moines, Dr. Bierring suffered a foot and leg injury 
which brought him in contact with two outstanding 
physicians. They inspired him to study medicine and 
became his preceptors. As a postgraduate student in 
several European medical centers, Dr. Bierring received 
noble inspiration from medical masters—Pasteur, Bill- 
roth and Sir William Osler. His distinguished service 
to medicine may be divided into definite periods: 20 
years of medical teaching at the University of lowa and 
Drake University ; 20 years of consultation practice in 
internal medicine and in administrative public health 
as lowa state commissioner of health. Since 1953, he 
has directed a new division of the Department of 
Health concerned with aging, heart and chronic dis- 
eases. Dr. Bierring’s interest in testing knowledge of 
medical school graduates led to organization of the 
National Board of Medical Examiners in 1915. His de- 
votion to medicine has extended to energetic service in 
tumerous medical organizations and commissions. 
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On the Calendar 


Acadéimy chapter meetings nnd postgrad wate courses, as 
well as other medical meetings in which general pract- 
wall have an interest, will appecr here monthly. 


“Classified ty the Commission on Education as accep'- 
able for postgraduate study credits under Category |. 


*Aug, 20-24. McGill University, course in neurology, 


Montreal, Canada. 

Aug, 20-Sep. 1. Micheel Resse Hospital, course in 
tlectrocardiographic interpretation, Chicago. 
27-29. University ef California Schoo! of Medicine, 

anesthesia seminar, Los Angeles. 

Sop. 3-5. American Association of Books, ninth 
annual! meeting, Somerset Hotel, Boston. 

*Sep. 6-7. Seuth Careline chapter, sighth annval meeting, 
The Clemson Howse, Clemson. 

Sep. 9-14, American Congress of Medicine end 
$4th anauel scientific and clinwal 
seseion, The Ambassador, Atientic Ci). 

*Sep. 10-Nov. 2. Post-Graduate Medical Schoo! of New 
York University-Reliewus Medical Cente: (curse in 
ooctipational medicine, New York Ciiy. 

*Sep. 11-13. Wiscensin chepter, of al., clrewit teaching pro- 
on erthyitis, dermatology, paediatrics ond surgery, 
teGroses, Bow Cicire, Superioe, 

"Sep. 13-14. ewe chapter, meeting, Savery Motel, 
Des Meine. 

“Sep. 13-15. Oragen chapter, cighth meeting, 
Portland. 

*Sep. 14-15, Georgia chapter, eighth unnea! scientific 
seisiens, Sevannal 

*Sep. 16-18, Wiseensin chapter, cighth annus! mesting, 
Milwegkee Auditorium. Milwoukes. 

16-19, Texes chapter, seventh aanwc! mestieg, 
Shomreck-Hilten Herel, Houston. 

Sep. 17-20, American Hotpitei meeing, 
Chicago, 

Sep. 17-28, Public Mealth Service, course on serology 
of syphilis, Venereal Discase Research | aboratory, 
Chambiec, Ga, 

Sep. 19-20, Mississippi chapter, cighth ~osting, 
Heidelberg Jackson. 

*Sep. 19-20. Obie chapter, ninth omnvel meeting, 
Building, Columbos. 

*Sep. 20-22. ikiche chepter, fourth anmual mesting, Civic 
Auditerivm or Hete! Bonneville, idohe Foils. 

Sep. 24-27, Kansas City Sevthwest Climnice! Seciet 

fall clinical confcrence; Kansas City, Mo. 

*Sep. 26. Mersachusetts chapter, fail clinic! assembly 
end annual meeting, Hotel Wedtler, Bester. 

*Sep. 26, Delawure chapter, course in cerdiciogy, Whming- 
ton Ganeral Hospital, Wimiegton. 

*Sep. 29. Vorment chapter, sixth meoiling, Wert 
worth By ihe Sea, Portsmouth. 

"Oct, 1, Cook County Graduate School of Medicine, two- 
week intensive course in obstetrics, Chicago. 
*Oct. 3. Deloware chapter, course in teapiretory disecses, 

Witmington Horpitel, Wilmingts'. 

Oct, 6-11. Amoricen Accdemy of Pedietice, 
meeting, Hotel Statler, New York Ciry. 

"Oct. 22-25. Oklahoma City Clinkend Society, annus! fai! 
eiinics, Oklahoma City. 
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Her most important asset is her health. > With health, 
she is happy, relaxed and capable of serving her family 
and community. » Today, parents turn to their family 
physician for advice on scientific methods of child- 
spacing, for it is he who recognizes the medical neces- 


sity for such advice... guides her... and earns her 


AVAILABLE AT ALL LEADING PHARMACIES « 


gratitude. Without this attention from her doctor, in 
whom she places her confidence, her family goals would 
not be easily obtained. It's the incomparable knowl- 
edge, skill and experience of her doctor...and doctors 


everywhere...whose judgment is to recommend for their 


patients’ health and happiness ___ Koromen 


KOROMEX JELLY, CREAM AND DIAPHRAGM COMPACT 


HOLLAND-RANTOS COMPANY,.INGC. 145 HUDSON STREET 


NEW YORK 13, N. Y. 
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Preference for a Physician's Career 


AccCORDING to an editorial in Science for March 16, 
1956, a physician’s career is highest of all in prestige 
with the public. This fact came to light in a study of 
attitudes toward 19 careers—a study conducted for 
the Department of Defense by Public Opinion Surveys. 

In the survey, people were asked to give each career 
a numerical value (from +5 to —5) that covered a 
rating from most desirable to least desirable. Two 
groups of people were queried: a group of 2,004 
adults of both sexes, and a group of 1,031 males from 
16 to 20 years of age. The standings of the ten most 
preferred careers were as follows: 


Adults 
Physician 
Scientist 
College professor 
Minister or priest 
Lawyer 
Public school teacher 
Officer in armed services 
Farm owner or operator 
Carpenter 
Radio or TV announcer 


Teen-agers 
Physician 
Scientist 
Lawyer 
College professor 
Officer in armed services 
Minister or priest 
Radio or TV announcer 
Public school teacher 
. Farm owner or operator 
Owner of small store in 
city 


PPS 


’ The whole process of rating careers in this way must 
have involved “identification” on the part of the re- 
spondents to the survey. It would be interesting to 
know what types of people the respondents were 
imagining when they identified themselves with “phy- 
sician” and “scientist.” 

Science implied that, to some of the respondents, 
“scientist” may have meant the tight-lipped interstellar 
navigator out of so-called science fiction. A more 
generous view was taken of the respondents’ preference 
for “physician.” “Doubtless,” the editorial said, ‘the 
general public has a better idea of what is meant by 
‘physician’ than it has of ‘scientist’.” Still, it would be 
instructive to learn what “physician” those respond- 
ents had in mind. Five will get you ten that most of 
them were thinking of their family doctor. 
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Editorials 


Thoracic-Outlet Syndrome 


IN THE couRSE of his daily office practice, a family 
physician is likely to encounter a good many people 
who complain of paresthesias (sometimes with pain) 
in the arms and hands. More often than not, the pa- 
tient is a woman in the middle years of life. Her symp- 
toms may be unilateral or bilateral. As he looks at her, 
the physician may be struck by the fact that her shoul- 
ders droop extraordinarily. And if her symptoms are 
in one arm and hand only, the shoulder on that side 
is likely to be droopier than on the other side. 

Sometimes there are additional features in the syn- 
drome. A few patients will have developed muscular 
weakness. Fewer still may have symptoms of arterial 
insufficiency in the hands—coldness, blanching, cya- 
nosis—reminiscent of Raynaud’s syndrome. With or 
without these vascular phenomena, the physician may 
detect evidence of compression of the subclavian artery 
as he puts the patient through certain tests—hyper- 
abduction of the arms, Adson’s maneuver for detection 
of compression of the subclavian artery by the scalenus 
anticus muscle. 

In any event, the need for x-ray examinations of the 
neck will have become apparent. These may show a 
variety of changes, including cervical rib, prolonged 
transverse process of C7, narrowing of cervical inter- 
spaces and evidence of hypertrophic arthritis, or a 
higher level than normal of the first rib. 

Depending upon the details of the patient’s history, 
the results of the various examinations, and the influ- 
ence of his own medical inclinations and interests, the 
physician may now select a special name for the pa- 
tient’s trouble. He has quite a list to choose from: 

Hyperabduction syndrome 

Cervical rib syndrome 

Scalenus anticus syndrome 
Hypertrophic arthritis 

Costoclavicular syndrome 
Subcoracoid-pectoralis minor syndrome 
First thoracic rib syndrome 


Nevertheless, the odds are about even that he’ll not 
be satisfied that any one of these labels is appropriate 
for the patient. Then he’ll conclude that the patient 
has an unspecified reason for trouble with the brachial 
plexus. 

In a recent issue of Proceedings of the Staff Meetings 
of the Mayo Clinic (May 2, 1956), Peet and his asso- 
ciates propose a unitarian concept for all these troubles 
that have in common “compression or stretching of 
the brachial plexus and the subclavian artery and vein.” 
These authors prefer the designation, “‘thoracic-outlet 
syndrome.” They imply that the use of more specific 
pathologic terms has led to more confusion than order 
in the diagnosis and treatment of patients having acro- 
paresthesias. They support that implication mainly by 
citing two facts: (1) the experience mentioned hereto- 
fore, that many patients do not fit neatly into any of 
the diagnostic pigeon holes; (2) the tendency for 
symptoms to persist or recur following “specific” sur- 
gical treatment for scalenus anticus syndrome, cervical 
rib or one of the other probable causes. 

Substitution of the term, “thoracic-outlet syndrome,” 
is more than a matter of semantics. The acceptance of 
the unitarian concept seems to have been essential to 
an understanding of the part played by posture in the 
symptoms. Thus, anomalies, when present, have al- 
ways been there. Yet patients do not develop symp- 
toms until the middle years of life. This implies that 
another factor is present—something has been added. 
In the opinion of Peet’s group, the principal additional 
factor is a gradual descent of the shoulder girdle with 
aging from the teens onward. 

These thoughts are strongly supported by the au- 
thors’ results with conservative treatment in patients 
having thoracic-outlet syndrome. Regardless of the 
presence of bony abnormalities or the results of tests 
for subclavian vascular compression, patients were 
given a program of home treatment based on exercises 
for strengthening the elevator muscles of the shoulder 
girdle. Of the 55 patients who participated, 39 experi- 
enced satisfactory improvement. In all but three, im- 
provement began in the first few weeks after beginning 
the exercises. 

It is not intended that conservative treatment should 
supplant other methods for thoracic-outlet syndrome. 
However, it is apparent that the conservative program 
may suffice for the majority of patients, and probably 
should be used as a supplement to any surgical 
procedures. 


Pyelonephritis in Pregnancy 


IN A RECENT REPORT IN THE Journal of the American 
Medical Association (May 19, 1956), Finnerty has shown 


70 


that pyelonephritis may quietly masquerade as toxe ia 
of pregnancy. Thus, among 1,130 women suspecte: of 
having toxemia, there were 73 who were finally ciag- 
nosed “pyelonephritis.” At the time they were refe: red 
to the toxemia clinic for evaluation, none of them jiad 
any symptoms or signs usually thought of in connec- 
tion with pyelonephritis, nor had that disease been 
suggested. Rather, at the time of referral, the diagnoses 
had been variously stated as toxemia, hypertensive \as- 
cular disease plus toxemia, and toxemia causing renal 
damage. Among the 36 post-partum patients in the 
group, the usual reason for referral was persisting 
albuminuria. 

A final diagnosis of pyelonephritis in these 73 women 
was based upon the demonstration of at least two of 
the following manifestations: (1) clumps of leukocytes 
in the urine sediment, (2) pyelonephritis cells, or glitter 
cells (large leukocytes identified by supravital stain- 
ing), and (3) positive urine culture. In some instances, 
it was evident that hypertensive vascular disease, glo- 
merulonephritis, or pure toxemia of pregnancy was 
present in addition to pyelonephritis. However, such 
associations did not remarkably influence the tendency 
of the patients to improve when their pyelonephritis 
was appropriately treated with a sulfonamide or an 
antibiotic. 

Many physicians are bound to take an academic 
interest in the observation that pyelonephritis may be 
mislabeled “toxemia of pregnancy.” But Finnerty’s ex- 
perience has more than academic significance. Thus, 
this form of “‘toxemia”’ can be treated quite specifically. 
Indeed, it is logical to expect that “toxemia” may be 
preventable in some pregnant women if the urine sedi- 
ment receives close attention. This in turn implies a 
need for something more than the quick urine exam- 
ination that is usually a part of prenatal care. 


Uncle Wilfred 


WHENEVER HE GETs into a discussion about the current 
needs for training more general practitioners, Uncle 
Wilfred points out that there is a need for training 
specialists too. “But,” he adds, “it needs to be kept 
in the right proportions. A sandwich with two-thirds 
ham and one-third bread is all wrong.” 


Heart Disease and Workmen’s Compensation 


THE NOTION is prevalent among physicians that heart 
disease claims under the Workmen’s Compensation 
Act are prevalent and increasing. Also it is supposed 
that such claims carry a high expectation of award, 
and that such award is often made without due regard 
for clinicopathologic facts. Accordingly, industrial 
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physicians have tended to oppose the hiring of people 
known to have heart disease. The “compensation risk” 
has been thought to be excessive. 

For these and other reasons, a special committee 
investigated the experiences relating to compensation 
claims for heart disease in California during the four 
years 1948-51. 

As noted in their report in Circulation for March, 
1956, Beard and the other members of the committee 
discovered 583 heart disease claims. Of these, 185 
claims could not be analyzed because the data were 
inadequate. 

The rates for claim filing for heart disease varied 
greatly, depending upon the scope of compensation 
coverage. Thus, highest rates (87 to 103 per 100,000 
employees) were found among policemen and firemen, 
for whom it is presumed by statute) that heart disease 
occurring in these occupations arises out of employ- 
ment. The contrast with rates in other groups is quite 
apparent in the diagram below. 

When occupations were grouped according to stren- 
uousness of physical activity, it was found that about 
two-thirds of claims originated in occupations classified 
as “moderate.” The remainder were about equally 
distributed between “mild” and “strenuous.” 

Of the 398 claims reviewed, about three-quarters 
received payment through a Compensation Commission 
decision or by means of a settlement between claimant 
and insurance carrier. The remainder of the claims 
were denied or dropped. However, Beard’s group 
warned that this was a selected group. Thus, among 
the 185 claims not reviewed, only about one-third 
were settled by payment to the claimant. 

It was apparent that a record of “unusual exertion” 
or trauma was an important factor. When heart disease 


developed after “unusual exertion” or trauma as a part 
of employment, only about 15 per cent of claims were 
denied or dropped. On the other hand, when “‘unusual 
exertion” or trauma was absent from the record, about 
30 per cent of claims were denied or dropped. As a 
corollary to these facts, practically all claims (95 per 
cent) arose out of a diagnosis of coronary artery heart 
disease. 

In order to test the justification for the decisions 
that favored claimants, Beard’s group sent the records 
of the 398 cases individually to physicians for review. 
There was a high order of disagreement among these 
physicians about the compensability of heart disease 
claims. Moreover, when some of the same records were 
sent as “new” cases to the same physicians, they sus- 
tained their first opinions in only 70 per cent. 

Two findings stand out among the details of this 
report by Beard and his associates. First is the dis- 
covery that physicians commonly disagree among them- 
selves (or even with themselves) regarding compensa- 
bility of heart disease arising in connection with 
occupation. Since compensation claims are judged on 
the basis of medical testimony, that finding strongly 
implies a need for education of physicians for the part 
they play in the proceedings. 

Second, the number of claims for compensation for 
heart disease was not large in comparison to the size 
of California’s population and the number of deaths 
caused by heart disease. Also, during the period of the 
study, there appeared to be no trend toward an increase 
of claims in this category. 

Although those facts are reassuring, not all physi- 
cians will be satisfied. They may doubt that the ex- 
perience in California reflects experiences in other 
states. And they'll have the uneasy feeling that the 


RATES OF CLAIM FILING (PER 100,000 EMPLOYEES) 


FOR DIFFERENT OCCUPATIONAL GROUPS. 


Employees for whom workmen’s compensation coverage 


is only partial. 


Employees covered by compensation but for whom work-connection 


in the case of heart disease must be proved. 
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records since 1951 may have changed in California and 
elsewhere. The impression exists that heart disease 
claims are increasing—that they may well enter a phase 
something like the logarithmic phase of bacterial 
growth. 

These thoughts suggest that studies like the one in 
California should be made in other parts of the United 
States, and that they should be continuing studies. 


Controf of Human Mycoses 


MEDICAL MYCOLOGISTS are giving serious attention to 
the thought that soil is the natural home of the patho- 
genic fungi of medical importance. As Ajello implies 
in Science for May 18, 1956, this idea has more support 
than the notion that the fungi are obligate parasites of 
man and lower animals. Probably they are all soil 
saprophytes that have the special ability to infect sus- 
ceptible persons under certain conditions. 

To date, 21 pathogenic, or potentially pathogenic 
fungi have been isolated from nonliving sources in 
widely scattered parts of the world. In an extension of 
the search, Ajello has been collecting soil samples 
during the past five years in the United States, Can- 
ada, Hawaii, Panama, Nigeria, Venezuela and Peru. 
Using biologic techniques, he has isolated pathogenic 
fungi from a number of samples. 

The long-range purpose of Ajello’s search is the de- 
velopment of effective measures for control of the hu- 
man mycoses. It is hoped that such measures will be 
suggested by correlation of soil findings with the mode 
and extent of infections in man and other animals. 
Good progress has already been made toward control 
of some of the mycoses. Outstanding examples are 
histoplasmosis and coccidioidomycosis. 

It has been established that human histoplasmosis 
is prevalent in areas in which the causative fungus is 
frequently recovered from soil samples. In particular, 
soils gathered in chicken houses and chicken yards 
have been thickly mhabited by Histoplasma capsula- 
tum. Apparently chickens do not become infected by 
the organism. Yet their droppings in certain types of 
soil somehow enhance the growth of the fungus. Al- 
though there are still gaps in ecologic knowledge 
about H. capsulatum, the available facts suggest meth- 
ods for prevention of human infections. 

The growth requirements for Coccidioides immitis 
in soil are a familiar story to most physicians. Here 
again, ecologic facts can be used to devise ways to 
protect humans from coccidioidomycosis. For example, 
as Ajello states, “Already during World War II, the 
armed forces were able to reduce the incidence of 
coccidioidomycosis among trainees in the endemic 
areas by instituting dust-control measures.” 
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Although eradication of other human mycoses seeins 
a distant goal, the investigation of soil samples surely 
deserves to be continued. As Ajello concludes, the 
ecologic approach “.. . promises to provide not only 
knowledge regarding the habitats of human pathogenic 
fungi, but also the basis for the development of rational 
control measures.” 


Postgraduate Training Requirements 


A QuarTER of a century ago, a physician who aspired 
to practice as an internist often took several years of 
training in medicine after his internship. There was 
no American Board of Internal Medicine to see to it 
that he received that amount of training, but he took 
it anyway. In contrast, a physician who intended to 
enter general practice usually did not extend his formal 
training beyond internship. Thus, the difference 
looked like this: 


Years of training 1 


Under existing rules of the American Board of 
Internal Medicine, the requirements for formal post- 
graduate training have not remarkably changed the 
pattern of training of an internist. But as more and 
more young graduates adopt the Academy recom- 
mendations regarding training for general practice, 
the picture changes, like this: 


Years of training 


General 
practitioner 


Internist 


These diagrams show one thing clearly. As far as 
years of postgraduate training are concerned, intern- 
ists and general practitioners are tending to come 
together. 

The two groups have another thing in common. All 
general practitioners look upon themselves as family 
physicians, and a growing number of internists have 
the same attitude. True, most internists do not deliver 
babies, attend infants and children, or handle surgical 
problems (even minor ones), but they are prepared 
to supervise the health of the adult members of the 
family. 
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In the light of current trends in medical education 
and practice, these facts stimulate some interesting 
speculations. Of course, speculating about what physi- 
cians will do is about as safe as betting on horse races. 
But, with that in mind, here goes. 

First, the present-day training programs for gen- 
eral practitioners and internists will merge without 
lengthening. The product of the new program will be 
the family physician. He may be called just that, or he 
may be called “general practitioner”’ or “generalist,” 
but he will not be called “internist.” 

Second, the training requirements of the American 
Board of Internal Medicine for certification of intern- 
ists will be stiffened. The principal change will be a 
longer period of residency-fellowship training—prob- 
ably totaling five years. The product of this new pro- 
gram will probably be called “internist,” although there 
is some dissatisfaction with that term, mainly because 
patients have always had trouble interpreting it. 

Finally, as a result of these changes, there will be 
a healthier balance of specialists and nonspecialists. 
Coincidentally, both groups will gain in prestige and 
ability, and the public will be better served. 


3 
ACROSS THE EDITOR'S DESK 


Clinicopathologic Conference 


Ir you arE the kind of doctor who enjoys the second- 
guessing game that’s used in clinicopathologic con- 
ferences, there’s a lot of good material in the daily 
papers. For example, here are some illustrative cases: 

Case 1 (Associated Press). The patient was a 54-year- 
old retired athlete. In the latter years of his athletic 
career, he had been slowed down by “arthritis” mainly 
affecting the feet. Otherwise his health had always 
been good. There was no previous knowledge of heart 
disease. Recently he had undergone “treatment . . . 
for phlebitis, an inflammation of the blood vessels of 
the lower leg.” On the day of death, he had been shop- 
ping, returned home by taxicab and dropped dead on 
the sidewalk. 

NEWSPAPER DIAGNOSIS: Heart attack 
YOuR DIAGNOSIS: 

Case 2 (Associated Press). The patient was a 25-year- 
old baseball player. During his senior year at college, 
he had sustained a painful chest injury while playing 
football. He recovered fully from that injury, and his 
health afterward had been good. In May of the year of 
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death, he had been hospitalized for one week for a 
chest ailment diagnosed “pneumonia.” He had re- 
covered and had resumed his usual work. Early in 
June, he was stricken again and reentered the hospital. 
There he “had been making a slow but apparently 
satisfactory convalescence from a severe pulmonary in- 
fection complicated by phlebitis.” In the latter part of 
June, he died unexpectedly. 

NEWSPAPER DIAGNOSIS: Pneumonia 

YOuR DIAGNOSIS: 

Case 3 (The Washington Post). The patient was a 
36-year-old construction worker. He had been em- 
ployed on a project where an isotope of radioactive 
iridium had been accidentally left unshielded for about 
three hours. However, he had not been close to the 
radioactive material. Fifteen other workers on the same 
project had been said to be unharmed by an exposure 
that had been more intensive than the patient’s. Three 
days after that incident, he attended a medical clinic 
for treatment of a cold. There he received a shot of 
penicillin. He had been similarly treated in the past. 
On leaving the clinic, he collapsed on the sidewalk 
and died. 

NEWSPAPER DIAGNOSIS: Congestive heart failure 
YOUR DIAGNOSIS: 

Editor’s Comments. In the usual hospital CPC, the 
pathologist describes the final findings, attempts to 
relate them to the patient’s clinical course, and sums 
up with some complimentary remarks about the clinical 
discussion. In this instance, the editor must take the 
place of the pathologist. 

For today’s CPC’s, minute pathologic data are not 
available. In Case 1, the news account quoted a county 
medical examiner as the source for a diagnosis of 
“heart attack.” There is no statement about an autopsy. 
In Case 2, there was mention at one point in the news- 
paper record of a belief by doctors that death was due 
to “‘a massive pulmonary embolism.” In Case 3, the 
newspaper diagnosis of “congestive heart failure” was 
credited to a coroner after an autopsy. Studies for 
radiation effects were said to be in progress but were 
not expected to be revealing. 

In summing up, the usual CPC is a form of mental 
gymnastics providing academic satisfaction (for some 
people) and little else. Sometimes, however, the ex- 
ercise raises thoughts that may be applied for the bene- 
fit of people still living. In today’s session, the readers 
are to be complimented for their speculations about 
the relationship of the three deaths to preventable 
causes. In considering the possibility of pulmonary 
embolism in Cases I and 2 and the possibility of peni- 
cillin anaphylaxis in Case 3, the readers have reawak- 
ened respect for thrombophlebitis and have again 
challenged the indiscriminate use of antibiotics. 
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Seasonal hay fever is usually due to pollen sensitivity, 
although other agents are sometimes incriminated. 
The basis of treatment is hyposensitization. 

This must be individualized in accordance 

with the degree of sensitivity of the patient. 

For this purpose, skin tests must be carefully graded. 


Hay Fever—lts Causes and Treatment 


BY VINCENT J. FONTANA, M.D. 


Department of Pediatrics 

Post-Graduate Medical School, New York University-Bellevue Medical Center 
and Pediatric Allergy Service, University Hospital 

New York City, New York 


THE SEASONAL FORM of atopic coryza is generally rec- 
ognized as being one of the important clinical mani- 
festations of human hypersensitiveness. The propor- 
tion of the population liable to attacks of hay fever 
by the inhalation of pollens is estimated at about 
2.5 per cent. Annually millions of work days are lost 
by incapacitated sufferers of pollen sensitivity. 

The clinical manifestations resulting from contact 
with the allergen are predominantly nasal. The nasal 
passages are usually congested, and nasal discharge 
is prominent. Sneezing in paroxysms is also a common 
symptom. The eyes become itchy, swollen and watery, 
making it difficult for the individual to read or work. 

Not all hay fever patients will complain of these 
typical symptoms; seasonal headaches, fatigue and 
general exhaustion may be the only indications of an 
inhalant sensitivity. Asthma characterized by the sea- 
sonal occurrence of spasmodic coughing, wheezing 
and difficulty in breathing, may be a complication 
found in the untreated individual. Approximately one 
out of three hay fever patients will develop asthma if 
not treated. The other more common complications 
of pollen sensitivity are pansinusitis and nasal polyposis. 
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Classification and Etiology 


Hay fever may be divided into three clinical types 
depending upon the seasonal pollen inhaled by the 
allergic individual; spring, summer and fall. While 
pollens are by far the most common causes of sea- 
sonal vasomotor rhinitis, other factors must not be 
overlooked as possible causes, among those being 
molds, insects and food. 

The important pollens are the ones that are air- 
borne. The insect-pollinated plants are not the cause 
of allergic symptomatology since the amount of pollen 
disseminated and produced is small. Flowers may 
cause hay fever symptoms especially in those sensitive 
individuals who, because of their work, handle flowers 
on close contact. Normally, the pollens of flowers 
are heavy and sticky, and for this reason, usually do 
not become airborne. 

If the hay fever symptoms occur in March, and 
continue till mid-June, the tree pollens are usually 
responsible. About 10 per cent of all hay fever symp- 
toms are caused by this type of hypersensitivity. The 
trees pollinate in a relay of seasons, the elm usually 
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Figure 1. The inner aspect of the upper arm is firmly grasped 
between thumb and fingers. 


Figure 2. The tip of the needle is inserted gently between the outer 
layers of the shin with the bevel of the needle side up. 


Figure 3. With a rotary motion the needle is ready for actual 
injection of the allergenic substance. 
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opening the season, and the hickory usually closing 
the season. The hard wood trees are the pollen manu- 
facturers that cause difficulty to a large portion of 
the asthmatic population. The fruit tree blossoms 
are not important. Vegetation having colorful blosso:s 
provides very little dispersion of pollen in the air. 

Multiple sensitization is associated with hay fever 
due to tree pollens, the patient usually being affected 
by several of the tree pollens. For this reason, a mix- 
ture of the tree pollens, such as birch, beech, oak, 
poplar and hickory, is used in the treatment of pa- 
tients with a tree pollen allergy. 

Summer hay fever or “rose fever”’ begins about May 
15 and lasts until July 15. This type of seasonal coryza 
is due to the grass pollens. Thirty per cent of all hay 
fever cases are caused by the grass pollens, the more 
common grass allergens being timothy, orchard, red 
top, sweet vernal and blue grass. English plaintain is 
another type of pollen responsible for symptoms dur- 
ing this period of the year. One third of the patients 
sensitive to grasses are also sensitive to plantain, and 
about | per cent of all summer hay fever patients are 
sensitive to plantain alone. 

Ragweed, the most common cause of hay fever, 
usually begins pollinating about the middle of August, 
and is responsible for the fall type of hay fever. The 
onset of a first frost usually eliminates the ragweed, 
and terminates the hay fever season. This type of 
pollenosis accounts for 60 per cent of all hay fever 
sufferers. Both the high and low varieties of the rag- 
weed are disseminated, and are thereby responsible 
for the symptomatology. The biologic effects of the two 
species are very much alike, and either of the pollens or 
both may be used in the diagnosis and treatment. 

Goldenrod, popularly suspected of. causing hay 
fever, is insect-pollinated, but is closely related to 
ragweed, and may cause symptoms in the ragweed- 
sensitive individual on close contact. 


Diagnosis of Cause 


The physician can readily make a diagnosis of hay 
fever when the patient relates a clear history, the 
symptoms appearing within the limits of the spring, 
summer or fall season. It is important to remember 
that not all seasonal coryza is due to pollens. The 
caddis fly epithelial scales may cause coryza and 
asthma in the late summer. The caddis flies are found 
around large bodies of water such as in the Great 
Lakes region of this country. Fungus spores may 
also be responsible for a late summer hay fever. 
Alternaria is one of the more important molds that 
can cause definite symptomatology in the sensitive 
patient. This type of sensitivity usually complicates, 
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and is at times associated with the ragweed problem. 

If the symptoms occur beyond the seasonal limits, 
a complicating nonseasonal allergy, or an associated 
upper respiratory tract infection must be considered. 
The importance of taking a clear, concise and com- 
plete allergic history cannot be overemphasized. From 
the history, the physician is better able to determine 
the nature and strength of the pollen extract to be 
used in the diagnostic testing procedure. A careful 
history will alert the physician to a dangerous hyper- 
sensitivity in the patient. 

Before any intelligent hyposensitization program 
can be attempted, the type and degree of pollen 
sensitization must be accurately determined in each 
case. This is accomplished by skin testing the patient 
with the various pollen extracts. The scratch and 
intradermal procedures of testing are an important 
part of the diagnostic routine. 

The intradermal method consists of introducing 
about 0.05 cc. of the pollen extract under the skin 
in an appropriate dilution (depending upon the sensi- 
tivity of the patient). Use a sterile tuberculin syringe 
with a 27-gauge needle. The needle is inserted gently 
between the outer layers of the skin with the bevel 
side up (Figures 1, 2, 3). The papule formed by the 
intradermal injection should be about 1.5 mm. in 
diameter, and should be read in 10 to 15 minutes. 
The tests are made upon the outer aspect of the arm 
or thigh. 

Various scarification methods, the ophthalmic test, 
and the inhalation route for introducing the allergen 
are favored by many physicians. Examination of the 
respiratory secretions is also helpful and will often 
show a pronounced eosinophilia. 

Before skin testing, the patient should be cautioned 
against taking antihistamines, epinephrine or ephe- 
drine, eight hours prior to the testing appointment. 
These substances will reduce the size of the skin 
reaction. The steroid hormones are permissible, since 
they have not been found to attenuate the results of 
intradermal testing. 

Extracts used in testing and treatment may be 
standardized for potency by weight of the pollen, by 
the estimation of the total nitrogen count, or by estima- 
tion of the protein nitrogen content. At the University 
Hospital Allergy Clinic of the New York University- 
Bellevue Medical Center in New York, solutions con- 
taining 1 Stull-Cooke unit, or 0.00001 mg. of protein 
nitrogen per cc., are used. The range of solutions 
includes 10, 100, 500, 2,000 and 5,000 units per cc. 

In order to classify the hay fever patient, the skin 
sensitiveness is determined by intradermal testing 
with dilutions of the pollen extracts containing 10, 
100, and 500 units per cc. 
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Figure 4. Intradermal reactions from below upwards: negative, 
slight, moderate and marked. 


The positive results are graded according to the size 
of the wheal and the surrounding erythema. A result 
is considered slight if the wheal is two or three times 
the size of the original papule. A moderate reaction 
shows an increase over the original papule by three 
to four diameters with a surrounding zone of erythema. 
The marked positive reaction gives evidence of an 
irregular wheal with pseudopods, surrounded by a 
zone of erythema and itching (Figure 4). By means 
of these quantitative skin reactions, the patients can 
be classified according to their degree of constitutional 
sensitiveness (Table 1). 

A highly reactive and irritable skin may sometimes 
give evidence of a false positive result, which may be 
classified as a dermatographic-like reaction. Occa- 
sionally, the injection of air within the syringe will 
give what appears to be a positive reaction. The lack 
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Classification of Patients 
According to Degree of Sensitivity 


AB 


1 unit 10 units 100 units 
marked marked marked 


500 units 
marked plus 


10 units 100 units 
marked plus marked plus 


Classes AA and A are considered extremely sensitive; Class B, sensitive; 
and Class C, average. 


Prophylactic Treatment— 
Dosage for Various Classes in Stull-Cooke Units 


Day of test 
After 4-7 days 
Injection 2 
Injection 
Injection 
Injection 
Injection 
Injection 
Injection 
Injection 
Injection 10 
Injection 11 
Injection 12 
Injection 13 
Injection 14 
Injection 15 
Injection 16 
Injection 17 


*This dose continued at four- to seven-day intervals during the season. 


Table 2. 


of any reaction after intradermal injection indicates 
the absence of an allergy. 

The data thus obtained from skin testing, if ju- 
diciously performed and properly interpreted. serve 
to identify the exciting pollen and the patient’s degree 
of sensitivity. After the patient has been classified, 
the physician can start treatment with the appropriate 


pollens in their proper dosage (Table 2). 


Treatment 


The general principles used in the treatment of 
allergic diseases are most applicable in hay fever. The 
principle of avoidance and elimination indicates the 
removal of the allergen and the separation of the pa- 
tient from the offending allergen. This can best be 
accomplished by installing an efficient air-conditioning 
unit in the patient’s living quarters. The unit should 
filter the atmosphere of pollen without chilling the air, 
A simple face mask may also afford the hay fever pa- 
tient much relief. The most effective means of escaping 
the ragweed pollen index is by vacationing in a rag- 
weed-free area during the fall months of the year 
(Frontispiece). Taking an ocean voyage, or a European 
tour, will also eliminate the ragweed pollen from the 
patient’s environment. The pollen-sensitive patient 
must also be instructed to avoid picnics, hikes and 
motor trips through the country during the pollen 
seasons. 

Hyposensitization by increasing the patient’s toler- 
ance to the causative allergen is the most effective 
and practical management of the hay fever victim. 
Approximately 80 per cent of hay fever patients are 
afforded 80 per cent relief of their symptoms under 
this type of treatment. The hyposensitization treat- 
ment consists in the injection of pollen extract. This 
antigen administration causes the production of 
“blocking antibodies” which increase immunity and 
lessen symptomatology. 

Therapy is usually classified as: (1) preseasonal, 
(2) annual or perennial, and (3) seasonal or phylactic. 
The prophylactic, or preseasonal, treatment is started 
about two months before the pollen season. The injec- 
tions are usually given in ascending dosages at four- to 
seven-day intervals. The dosage is usually maintained 
through the pollinating season at weekly injections. 

The annual or perennial treatment consists in 
weekly injections during the season, and every three 
to six weeks throughout the year after the maximum 
dosage has been attained. This type of program is 
more casual, and often results in the patient’s devel- 
oping a more rapid immunity, since every dose, once 
achieved, is usually the maximal dose. 

The seasonal, or phylactic treatment, is employed 
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after the onset of symptoms. Doses are given at inter- 
vals of two to four days. The size of the dose is smaller 
in this type of treatment, and the solution is more dilute. 

With sterile precautions, the injection is given in 
the outer side of the mid-thigh, or mid-upper arm, well 
away from the joints, subcutaneously, never into the 
muscle or skin tissues which may become painful and 
swollen even with proper dosage. Use a 4-inch needle 
on a l-cc. tuberculin-type syringe. 

Should an area of redness, swelling or itching de- 
velop at the site of any injection, and persist over 24 
hours, do not increase the dosage; but repeat the dose 
at the next treatment visit. Therapeutic injection with 
an allergen to which the patient is sensitive can pro- 
duce a constitutional reaction. Therefore, for 20 min- 
utes following every injection treatment, the period 
within which the most severe general reactions occur, 
the physician or nurse should be available immediately 
for the administration of epinephrine. 

If a constitutional reaction should occur for any 
reason, a tourniquet should quickly be placed on the 
limb above the site of the injection, and 0.5 cc. of 
1:1,000 epinephrine should be injected immediately 
above and at the site of the injection. 

Chlor-Trimeton (Schering) may also be given intra- 
muscularly or subcutaneously, the average effective 
dose being 10 mg. (0.1 cc.). In the very severe reac- 
tions, the antihistaminic drugs are ineffective, and 
epinephrine may be life-saving. 

The physician should be aware of other factors that 
may be responsible for unsuccessful results in the hy- 
posensitization program. The patient must be cau- 
tioned to avoid irritating odors during the pollinating 
seasons. Irritating to hay fever sufferers are: cut 
flowers, dusts, musty air, moth balls, moth flakes, high- 
ly scented toilet articles, swimming in fresh water and 
in chlorinated pools. 

Improper dosage of the allergen, complicating un- 


determined allergies, and overwhelming exposure to 
the offending pollen must also be considered when 
results of treatment are not gratifying. Fatigue, emo- 
tional and stress factors will also exaggerate hay fever 
symptomatology. 

General symptomatic relief of the hay fever symp- 
toms can be achieved by the use of various anti- 
histaminic drugs, drops, sprays and the steroid hor- 
mones. The antihistamines are very helpful in mild 
cases of hay fever, but of practically no use in the 
severe hay fever case, or in the patient with asthma. 
The routine and frequent use of antihistaminic drugs 
in the hay fever patient may result in the patient’s de- 
veloping bronchial asthma. This complication is due 
to the “drying effect” of the antihistamines on the 
bronchial tree. The frequent use of shrinking drops 
in the nose is also to be avoided, since they may make 
the congestion worse. 

ACTH and cortisone have recently been used with 
good results, although the symptoms usually return 
after the drugs are stopped. With the use of the 
steroid hormones, the possibility of serious side effects 
must not be overlooked. 

The following prescriptions have been found useful 
in the treatment of the hay fever patient: 

Ephedrine sulfate 

Phenacetin 

Make 12 such capsules 
Label: One capsule each three hours as necessary for 
hay fever symptoms. 

For symptoms of itching and burning of the eyes, 
and lacrimation, two drops of the following preparation 
in each eye when inflamed is very helpful. 


Cocaine hydrochloride 


Epinephrine HCl (1:1,000) 
Distilled water qs ad 


Heart of Medicine 


In spite of all the additional knowledge we may have on 
December 31, 1999, there will still be a need for physicians 
with sober and investigative minds and kind and under- 
standing hearts; we will still need to treat people with 
sympathy and pain with drugs. The ancient Norsemen 
said, “Vain is the strong oak in our ships, without strong 
hearts in our men.” This might be paraphrased to apply 
to present-day, and future physicians: ‘“‘Vain are the ad- 
vances in diagnosis and therapy, without men strong in 
understanding to interpret and apply them.” In the past 
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physicians have been held in high esteem by the American 
public. To continue to merit this confidence in the future, 
we should guard the health of the heart of which I have 
spoken as scrupulously as that of the physical organ. 
Many of the ills of our present day may be considered 
conditions of the “heart.” At present 17,000 Americans 
a year die by their own hand, millions of sleeping capsules 
are swallowed each night, liquor and narcotics numb the 
reason of our teen-agers and stimulate their bravado; as a 
physician, I would prescribe a return to the strong family 
group ofa century ago, with its love and unity an unequaled 
source of security—Lowry H. McDaniet, M.p., JAMA, 
160: 1193, 1956. 
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PRESENT STATUS OF 


Carcinoid and Serotonin 


BY HUGH H. HUSSEY, M.D. 


Professor of Medicine 

Georgetown University School of Medicine 
and Medical Editor, GP 

Washington, D.C. 


IN THE PAST FEW YEARS, extraordinary interest has de- 
veloped around the study of serotonin—a substance 
that formerly had been known only to scientists who 
dabbled in obscure body chemicals. Serotonin, or 
5-hydroxytryptamine, is a derivative of the amino acid, 
tryptophane, and is normally found in cells of the gas- 
trointestinal tract, in the central nervous system and in 
the blood platelets. 

Serotonin has become familiar to clinicians chiefly 
for two reasons—its relationship to curious symptoms 
that sometimes appear in patients having carcinoid, and 
its relationship to certain problems of mental function. 


Carcinoid 


Although carcinoid may occur anywhere in the gas- 
trointestinal tract, this tumor is most frequently dis- 
covered in the appendix and in the ileum. The tumor 
got its name in early pathologic studies that empha- 
sized the benignity of its course, in contrast to adeno- 
carcinoma. 

Appendiceal carcinoid is the type best known to clini- 
cians. Apparently the tumor appears early in human 
life. As it grows, it encroaches upon the lumen of the 
appendix or sometimes upon the blood supply of the 
organ. In either event, the clinical result is the same— 
manifestations of appendicitis, usually when the pa- 
tient is in his 20’s. Then, when an appendectomy is 
done, carcinoid is a “‘surprise’’ discovery. 

Ileal Carcinoid. In contrast to the clinicopathologic 
story of carcinoid of the appendix, ileal carcinoid has 
quite a complicated course. The tumor is a small, indo- 
lent submucosal growth. In about 25 per cent of cases, 
carcinoids are multiple. 

The majority of patients never develop clinical man- 
ifestations of their disease; it is an incidental finding at 
laparotomy or at autopsy. Unlike other intestinal neo- 
plasms, carcinoid rarely ulcerates. So, evidences of 
bleeding are not encountered unless there is another 
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coexisting disease. (It has been suggested that peptic 
ulcer tends to be associated with carcinoid.) 


Mechanical Effects of Carcinoid 


As a rule, symptoms of ileal carcinoid are related 
entirely to the mechanical effects of the tumor’s 
growth. The patient—usually in his 50’s or 60’s—inay 
have symptoms and signs of intestinal obstruction, 
either acute or intermittent. 

In other instances, the presence of the tumor is 
announced by episodes of diarrhea or by chronic vague 
abdominal discomfort. Loss of weight is sometimes a 
prominent feature. 

The true malignant character of carcinoid is shown 
by the fact that it does metastasize. The spread is almost 
always restricted to the abdomen. Metastasis accounts 
for such findings as hepatomegaly and the development 
of abdominal masses. Involvement of both ovaries has 
been known to occur, and to have been responsible for 
amenorrhea. 

In patients showing these mechanical effects of ileal 
carcinoid, the precise diagnosis is rarely made until a 
surgical operation or an autopsy permits histologic 
identification of the tumor. However, in about 5 per 
cent of patients, the diagnosis becomes apparent clin- 
ically because the tumor begins to “function.” It is in 
this connection that interest centers on serotonin. 


Serotonin Effects in Carcinoid 


It is known that cells of the carcinoid are producers 
of serotonin. When large amounts are produced (usu- 
ally in instances of metastasis), a new set of clinico- 
pathologic features is added to the mechanical effects 
of the tumor itself. The chief manifestations of such a 
*functioning” carcinoid include (1) a more severe 
diarrhea, (2) an extraordinary loss of weight, (3) other 
evidences of nutritional deficiency, (4) peculiar re- 
actions in the skin (paroxysmal flushing, patchy cyano- 
sis, telangiectasia), (5) disease of the valves of the 
right side of the heart, with congestive heart failure 
and (6) episodes of asthma or stridor. Most of these 
features are explicable in terms of production and re- 
lease of large amounts of serotonin. 

Serotonin is known to stimulate smooth muscle. 
This property explains the tendency to diarrhea and 
to asthma or stridor. 

Loss of weight is understandable in a patient having 
diarrhea. Moreover, production of large amounts of 
serotonin from tryptophane makes less of that amino 
acid available for its usual purposes—synthesis of pro- 
tein and of niacin. Dr. Albert Sjoerdsma, of the Na- 
tional Heart Institute, diagrams the nutritional effects 
of serotonin overproduction as follows: 
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Under normal circumstances, only about 1 per cent 


of the amino acid, tryptophane, is converted to 


serotonin. 
Tryptophane 
Protein Serotonin Niacin 
In “functioning” carcinoid, as much as 60 per cent of 
tryptophane goes into serotonin production. 


Serotonin Niacin 
Protein and niacin deficiencies are a natural conse- 
quence. 

The flushes and cyanosis are not so easily explained. 
It is generally accepted that they are related to release 
of serotonin into the blood stream but, since serotonin 
is a vasoconstrictor, it has seemed unlikely that the 
flush is a direct effect (unless the vasoconstricting in- 
fluence is chiefly on venules). It has been postulated 
that the flush develops indirectly because serotonin 
causes release of histamine or because of action of 
serotonin on the diencephalon. 

The flush is paroxysmal and usually involves only 
the head and neck. The paroxysms vary in duration 
from minutes to days, and their frequency also varies 
widely from patient to patient and in the same patient 
from time to time. Usually the patient is unaware of the 
flush unless he looks in a mirror or has the episode 
called to his attention by a bystander. However, in 
some instances, the paroxysms are immediately notice- 
able because they are accompanied by swelling of the 
face or by lacrimation or rhinorrhea. After a time, 
some patients develop telangiectasia and patches of 
persisting cyanosis (usually at the cheeks or forehead). 

The cardiac manifestations of ileal carcinoid are also 
mysterious. Presumably, long-continued action of 
serotonin somehow causes changes in the endocardi- 
um of the pulmonic and tricuspid valves. Valvular de- 
formities appear, and chronic congestive heart failure 
may result. 

The diagnosis of “functioning” carcinoid can be 
readily confirmed by a simple test for the urine content 
of the end-product of serotonin degradation (5-hy- 
droxyindole acetic acid) (Figure 1). 

The tendency for peptic ulcer to be associated with 
carcinoid has already been mentioned. A similar asso- 
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Figure 1. Urine test for functioning carcinoid (as described by 
Sjoerdsma, Terry, and Udenfriend of the National Heart Institute). 
Run a normal urine for comparison. 
Pipette into test tube: 


0.2 mi. urine 

0.8 mi. water 

0.5 ml. 1-nitrose-2-naphthol. Mix. 
0.5 mi. nitrous acid. Mix. 


Let stand at room temperature for ten minutes. Then shake with 
5 ml. ethylene dichloride. If turbidity results, the tube should be 
centrifuged. 

A positive test is indicated by a purple color in the top layer. 
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ciation with tuberculosis has also been suggested. 
Thoughts about these associations are nebulous at 
present. 

However, another clinical feature of “functioning” 
carcinoid—psychiatric disorders—has led to interest- 
ing speculations about the relationship of serotonin to 
mental function. 


Serotonin and Mental Function 


It was mentioned earlier that the central nervous 
system is one of the depots for serotonin. Its function 
in the brain is not understood, but there are some 


fragments of information. Some investigators have pro- 
posed that certain mental disorders, notably scliizo- 
phrenia, may be due to abnormal concentrations of 
serotonin in the central nervous system. Of further 
interest in that connection, it has been shown receiitly 
that reserpine causes release of serotonin from its 
depots. Presumably the tranquilizing influence of 
reserpine is attributable to its capacity for removing 
serotonin from brain cells. 

These ideas about the mechanism of action of reser- 
pine lend support, however tenuous it may seem at pres- 
ent, tothe notion that some mental disorders can be more 
logically explained in chemical than in psychiatric terms, 


The Gold in Useless Knowledge 


Discussion of the value of basic research is as pertinent 
today as it was when Faraday, queried about the usefulness 
of his discovery of electric induction, countered with the 
question, “Of what use is a newborn baby?” The recent 
American Foundation study entitled Medical Research gives 
eloquent testimony to support the view that the solution of 
our major medical problems depends on basic research. 
Most such research in medicire is done in universities, the 
fountainhead of new knowledge. Yet the stark fact remains 
that basic medical research is not receiving proper support. 

To give some idea of the state of medical research sup- 
port in the United States today, I should like to cite a few 
figures. We are spending more than $50 billion a year for 
defense. For research and development, we are spending 
about $4 billion, of which only about 5 percent, or $200 
million, goes for medical research in its broadest terms. But 
only about $80 million of this goes to support medical re- 
search in schools and universities, institutions in which 
most of the basic research is done, and this is supported 
about equally by the Federal Government and by univer- 
sities and foundations. 

If the federal contribution is, say, $50 million a year, this 
would amount to only about 0.1 percent of what we spend 
for defense against an external enemy. We ought to con- 
sider whether we can afford to spend so little for defense 
against disease. Perhaps an incident from recent history 
will serve to illustrate the danger of inadequate research. 

Many will remember the influenza epidemic in 1918, in 
which an estimated 150 million people had influenza and 
some 15 million died. The United States alone lost, in one 


4-month period at the height of the epidemic, 400,000 peo- 
ple—a death toll about equal to our total deaths on the 
battlefield in the two world wars. 

In 1918 the cause of influenza was unknown. It was not 
until 1931 that a lone investigator, Richard E. Shope, who 
was interested in an obscure disease of swine, discovered 
the first influenza virus and, thus, started the chain of 
events that today makes it possible to forestall another such 
catastrophe. 

I do not argue for a decrease in defense spending but 
only for an increase in support of medical research. Nor, if | 
had a magic wand, would I increase support tenfold over- 
night, for the research people and the facilities needed for 
such an increase do not exist and would take several years 
to bring into being. What we need is to accept some de- 
sirable goal for basic medical research, say 1 percent of our 
national budget, and then to make a gradual and assured 
move toward that goal. “Contract” and “project” research 
will not fulfill our needs for basic research. There must be a 
marked increase in support with no strings attached for our 
“idea” men and women—that is, support for the person 
with ideas and not support for a project. No large numbers 
of people are involved; there are perhaps no more than 
2000 senior investigators in basic medical research in this 
country. 

Surely 10 or 20 percent of these with ideas or of junior 
associates with ideas could be given the kind of support 
for research that is needed. Unrestricted support for our 
men and women with ideas would scarcely be noticeable 
in our economy and would bring incalculable benefits in 
health to millions who would otherwise suffer from disease. 
—Wenpett M. Srantey, University of California, Berkeley, 
in Science, March 2, 1956. 
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The family physician can afford considerable health protection 

to his patients who plan to travel abroad. 

Beyond the need for specific immunizations, they need advice 
about control of motion sickness, problems of sanitation, 

and prevention and treatment of tourist’s diarrhea. Their supplies 
should be carefully chosen, with health and comfort in mind. 
Here too, the family physician can be helpful. As small a thing 
as an emergency supply of toilet paper can make the difference 
between joy and sorrow during a travel experience. 


Advice for Travelers Going Abroad 


BY KERMIT H. GRUBERG, M.D. 


Berkeley, California 


Each YEAR at this time individual physicians are pe- 
titioned by their patients for vaccinations prior to 
foreign travel. A few physicians who are oriented to 
the hazards of international travel will include with 
this a typhoid-paratyphoid and tetanus immunization, 
and some pertinent advice. However, the average phy- 
sician seems quite unaware of the health hazards of 
foreign travel; and his advice, if any, seldom goes 
beyond a bon voyage wish. 

What are the actual hazards involved, and what 
constitutes adequate protection for our patients travel- 
ing abroad ? 

American citizens travel abroad in greater numbers 
than those of any other nation. Since the end of World 
War II, there has been a steady increase in their 
number. Passports issued by the Department of State 
for foreign travel reached a total of 452,000 for 1954, 
and in 1955 approximately 500,000 were issued. Ac- 
cording to passport statistics, the distribution of our 
foreign travel is as follows: 


3 per cent 

3 per cent 

3 per cent 
However, this does not take into account the great 
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numbers of Americans that travel to neighboring areas 
where passports are not required, such as Canada, 
Alaska, Hawaii, Bahamas, Cuba, West Indies, Trini- 
dad and Puerto Rico. In this group are an additional 
2,500,000 travelers. Accordingly, we can estimate the 
number of private citizens traveling to and from the 
United States to be in the neighborhood of three 
million yearly. 

Whether American citizens traveling abroad bring 
back to this country any significant amount of con- 
tagious disease is doubtful and beyond the scope of 
this paper. However, in many foreign lands, the 
American traveler is exposed to diseases that are non- 
existent at home. Because of this, he should be advised 
on protection against endemic disease along the route 
of his travels. Tuberculosis, typhoid, malaria, yellow 
fever, brucellosis, schistosomiasis and infectious hepa- 
titis occur frequently in many parts of the world. 

One of the great lessons in public health to be de- 
rived from experiences in World War II is that in spite 
of natural susceptibility, persons can be protected 
against locally occurring disease by the techniques of 
preventive medicine. Vast numbers of Americans were 
suddenly removed to foreign lands during the war, 
with intimate exposure to endemic disease. However, 
except for malaria in the Southwest Pacific areas, very 
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few of our troops became infected with local disease. 
This was due to the rigid health discipline of our 
forces, including sanitation, diet control, water puri- 
fication and, to a lesser measure, immunization. These 
same disciplines of preventive medicine must be exer- 
cised in the instance of private travelers. 

Even the medical writers of antiquity made refer- 
ence to the hazards of travel. In fact, it is quite amazing 
to read what Avicenna wrote in the 9th century—‘A 
person who is about to make a long journey must 
accustom himself to do without many things which are 
available in his own home—the traveler is more ex- 
posed to illness from the diversity of the drinking water 
than he is from the diversity of the food.” Avicenna 
goes on to recommend boiling or distilling drinking 
water, Or mixing wine with water, or straining water 
through fine sand as purification measures! Celsus, in 
the first century, recommended alternating wine with 
water while traveling, and advised switching to wine 
completely when entering unhealthy districts. All of 
which is still good advice, even in this Twentieth 
Century. 


Travel Comfort 


Whether travel is by surface transportation or by 
air, there is always the problem of motion sickness in 
certain individuals. This response to motion is highly 


individualistic. In many persons it is totally psycho- 
genic, while in others it is specific for certain types of 
real motion. I have known seasick-prone soldiers to 
become sick as they marched toward a pier prior to 
embarkation. I have seen Air Corps fighter pilots who 
could ride comfortably in a small stunting airplane, 
become violently sick with the slow undulating motion 
of a large ocean-going vessel. I have known experi- 
enced seamen to go about their chores serenely while 
the ship rolled steadily from side to side, although 
they would become quite sick when the motion 
changed to a pitching one. It is safe to state that nearly 
everyone experiences some discomfort during the first 
hours at sea. Even the legendary Hornblower vomited 
in the secrecy of his own cabin at the start of each 
voyage. 

To prevent sea sickness or air sickness, I usually 
suggest two 25-mg. tablets of Bonamine one hour be- 
fore departure time, repeated every 12 to 24 hours as 
necessary. I have had equal success with Dramamine, 
Marezine or Benadryl. 

In the case of sea voyages, many persons feel greatly 
relieved and enjoy a lasting sense of well-being after 
the initial vomiting of early sea sickness. These per- 
sons look forward to their first discomfort. Whether in 
an airplane or a ship, persons prone to motion sickness 
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should be reminded to obtain seats or cabins toward 
the center of axis of motion—near the wings in air- 
planes and amidships on a vessel. A small detail such 
as this can make a trip quite comfortable for some 
persons. 


Sanitation Abroad 


Whether a patient is in his usual surroundings in 
the United States, or whether he is abroad in distant 
places, the basic elements of disease prevention remain 
the same—purification of drinking water, pasteuriza- 
tion of milk, insect and rodent control, etc.—or what 
is generally termed “‘sanitation.” The average tourist, 
and too often his physician, seems unaware of these 
principles. We assume that first-class travel and first- 
class hotels mean first-class sanitation. Unfortunately, 
this is not the case. 

A description of sanitation practices in various parts 
of the world is always fascinating to physicians. The 
concepts of toilet plumbing in several quite civilized 
nations is often appalling to the traveling American— 
open-hole privies without toilet paper even in good 
restaurants, and uriniferous pissoirs on grand avenues 
are a shock. On the other hand, the bidet in Southern 
Europe is a most sanitary contraption that Americans 
might do well to borrow for their own homes and 
hotels. This miniature bath tub for perineal and 
perianal washing is welcomed by many travelers as a 
new experience in personal hygiene. 

Food and dairy hygiene leave much to be desired in 
most foreign countries. This is anticipated in the more 
primitive countries of Africa and Asia, but food and 
dairy hygiene can likewise be primitive in the popular 
tourist countries of Europe. The physician must ad- 
vise his European travelers about the dangers of local 
dairy products. 

The rate of brucellosis in cattle and goats is often 
remarkably high. An abundance of flies, poor pasteuri- 
zation techniques, use of night soil, water pollution, 
inadequate refrigeration and inadequate sewage-dis- 
posal systems make dairy products and fresh salad 
vegetables hazardous. When advising travelers against 
dairy products, they should be reminded that this 
restriction includes ice cream, butter and pastries, as 
well as milk. Hard and aged cheeses may be considered 
safe. Shellfish is a potential source of typhoid fever. 

The water systems in the major cities of Europe can 
be considered safe. However, it is fairly common prac- 
tice to use nonpotable water for bathing and washing, 
and one must inquire at each hotel whether the sink 
water is potable. In primitive areas of Africa and the 
East, all water should be boiled or treated with iodine 
purification tablets prior to use. 
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Therefore, the problem is to protect the American 
traveler against the results of inadequate and faulty 
sanitation, and to orient him in this regard, rather than 
disease prevention by specific immunization only. 
Communicable disease levels are directly related to 
local sanitation. Water supply, excreta disposal, fly 
control, meat inspections and dairy hygiene deter- 
mine disease. In short, one must protect the traveler- 
patient against the deficiencies of public health en- 
gineering as they exist throughout the world. 


Immunizations 


There are no required immunizations for persons 
leaving the United States. However, inasmuch as small- 
pox vaccination is required by many countries before 
entrance, and since a valid vaccination (i.e., within 
three years) is required by the United States prior to 
return, it is wise to vaccinate patients before depar- 
ture. Information about this and other immunizations 
should be recorded on the International Certificate of 
Vaccination folding card which is carried by the 
patient during his travels. These forms are obtainable 
from federal court clerks, Department of State offices, 
travel agencies, local health departments, and offices 
of the United States Public Health Service. Each 
physician can keep a supply in his office. 

For all travel outside the United States and Canada, 


the following immunizations should always be recom- 
mended : 


1. Smallpox 
2. Typhoid-paratyphoid 
3. Tetanus 

Smallpox still occurs in epidemic form in parts of 
Asia, South America, Central America and Africa. 
It may occur sporadically in almost any part of the 
world, particularly in seaports and other areas fre- 
quented by international travelers. Therefore, vacci- 
nation which is an extremely simple procedure, almost 
without complication, should always be done unless 
a valid medical contraindication exists, e.g., corneal 
ulcers or infantile eczema. 

Typhoid fever is a common disease in many parts of 
the civilized world, and still endemic in certain parts 
of the United States. It is fairly common in eastern 
and southern Europe, Central and South America, 
Africa and the countries of the East. Paratyphoid A 
occurs in Europe, paratyphoid B in the United States, 
and paratyphoid C in eastern Europe and Asia. Im- 
munization is conveniently accomplished by the com- 
bined typhoid-paratyphoid innoculation. However, 
there is a progressive resistance to typhoid fever with 
advancing age, and in older age groups of travelers, 
especially to low-incidence areas such as the countries 
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of northwestern Europe, one may safely omit typhoid 
immunization. 

Tetanus is almost a rare disease, but it still can occur 
as a complication of wound contamination. Immuniza- 
tion by precipitated toxoid is the best means of pre- 
vention. The major reason for encouraging active im- 
munization by toxoid is to prevent the complications 
of antitoxin horse-serum sensitivity in a patient who 
might conceivably be in an area where epinephrine, 
cortisone and parenteral antihistaminics are difficult 
to obtain. In order to prevent error, I advise my 
traveler patients to refuse “tetanus shots” overseas 
once they have completed a toxoid series. 

Diphtheria is still fairly common in Europe, and 
immunization for children must be up to date. Adults 
under 35 years should be immunized in accordance 
with their Schick reactions. 

In addition to smallpox, tetanus, and typhoid im- 
munizations, one must, at times, advise yellow fever, 
cholera, typhus and plague immunizations. These 
procedures are performed only when entering endemic 
areas or returning from infected areas. However, im- 
munization requirements will vary with the route of 
travel. For example, a traveler going from the United 
States to Greece via Europe may enter without a 
smallpox vaccination ; but if he travels by way of North 
Africa, he must present a valid vaccination certificate 
before entry. Similarly, a traveler going to Poland from 
the United States, with stops in China, Indo-China, 
Pakistan or India, will be required to have cholera 
immunization before entry. If he travels via Europe 
this is not required. 

Any traveling patient who is not immunized because 
of health reasons should be given a certificate to that 
effect by his physician. This will eliminate possible 
inconvenience along the way. 

The schedule of time and dosage for immunization 
varies with different authors. I follow the procedures 
outlined by Love and his associates in The Medical 
Clinics of North America for September, 1954. 

Certain countries of South America require certifi- 
cates of health before entry. However, travelers say 
this is often quite perfunctory and frequently over- 
looked completely. Countries requiring health certifi- 
cates are: 

Bolivia El Salvador 
Braal Honduras 
Colombia Paraguay 
Ecuador Peru 


Diarrhea 


The problem of diarrhea is a very common one for 
the traveler, and can be a very serious one. It is a rare 
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tourist who escapes enteritis during his travels. How 
much is due to diet change and how much is actually 
due to enteric pathogens is difficult to estimate. It is 
probably safe to assume that the etiologic agents 
abroad are likewise Salmonella bacteria and Staphy- 
lococcus toxins, which imply contamination and poor 
refrigeration. The symptoms are usually abrupt in 
onset, with or without vomiting, resembling the pic- 
ture of food poisoning. 

Diarrhea can usually be treated by the traveler him- 
self with omission of one or two meals, a cleansing 
enema, and bismuth-paregoric mixture. If the diarrhea 
persists more than 48 hours, it is wise to consult a 
local physician. Broad-spectrum antibiotic drugs are 
now available the world over, and it is good practice to 
follow the advice of a local doctor about their use. 


Summary 


As physicians, we must caution our patients about 
health hazards abroad, but this should be sensible and 
not frightening. It is reasonable to encourage the 
traveler-patient to enjoy the cuisines and customs of 
foreign lands. He should be advised to follow a general 
set of rules such as the following: 

1. Correct any medical and dental defects before 

departure. 

2. Carry extra eye glasses. 

3. Carry a drug for motion sickness. 

4. Carry bismuth-paregoric mixture for diarrhea. 

5. Avoid milk products, regardless of “pasteurized” 

labels, except in Great Britain, Australia, New 
Zealand, Belgium, Holland, Switzerland and 
Scandinavian countries. 


6. Avoid leafy salads. When salad vegetables re 

used at home they should be thoroughly washvd. 

7. Fruit is generally safe. 

8. Carry small Kleenex packets for emergency (oilet 

paper. 

9. Request all foods, especially meats and vegetal! es, 

well done. 

10. Avoid shell fish. 

11. Use iodine water purification tablets or boil all 

water in suspicious areas. 

In the event of whole families traveling to distant 
places, such as the familes of construction workers and 
government employees, the physician should outline 
a vigorous program of health protection which should 
include advice about powdered milk, boiled water 
formulas for children, chest x-ray examination of 
servants, methods of purification of water, and im- 
munizations. 

Never accept the platitude that “these people have 
been drinking this water for centuries and they never 
get sick.” Statistics say otherwise. 

It has amazed me how large corporations, and even 
our State Department, will send families abroad with 
inadequate medical safeguards. 

Two excellent pamphlets on the subject of travel 
advice are: The Health Guide for Travelers, published 
by Consumer Reports of Mount Vernon, N.Y. at 25¢ 
per copy, and the booklet, Immunization Information 
for International Travel, published by the U.S. Public 
Health Service and obtainable from the Superinten- 
dent of Documents, Washington, D.C. at 20¢ per copy. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Use of Chlorpromazine . 


THE DRUG CHLORPROMAZINE seems to be of value in the treat- 
ment of certain gastrointestinal disturbances when used in 
connection with other established therapeutic regimens. It 
is of special value to the patient with digestive disease in 
which the psychosomatic elements play a major role, es- 
pecially where there is associated anxiety or irritability on 
the part of the patient, as well as poor tolerance of the physi- 
cal discomfort of the illness. It is also of therapeutic value 
in the treatment of painful gastrointestinal conditions by 
permitting better tolerance of the discomfort. 

Certain patients (29%) are “refractory” to chlorproma- 
zine therapy as well as to other forms of treatment on purely 
psychic grounds, refusing the drug probably because of 
the need for continued illness. In certain other cases, minor 
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side-effects of the drug give the patient an excuse for not 
continuing treatment. There were six instances (9%) of 
actual drug sensitivity in this group of patients. In two the 
reactions were severe. The use of corticotropin in the treat- 
ment of those with severe reactions is suggested. 

Because the effect of this drug is to reduce pain sensi- 
tivity and alleviate certain gastrointestinal symptoms, it 
may mask the existence or course of an intra-abdominal 
malignancy. One must be alert to this possibility and not 
discontinue careful diagnostic steps in suspicious cases, 
even though the patient has obtained symptomatic relief. 
It should be noted that use of chlorpromazine in most 
instances does not lead to cure of the underlying illness. 
It does facilitate therapy by permitting better tolerance of 
the illness and of those circumstances that are productive 
of the illness.—Leonarp M. Asner, JAMA, 160:1281, 
1956. 
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Hamartoma of the Lung 


BY SOL KATZ, M.D. 
Associate Editor, GP 


HaMARTOMA (meaning to fail or to err) is a tumor-like 
malformation which may be found in any organ in the 
body. It consists of an abnormal mixture of normal cell 
components of the organ so that there is an alteration 
of the quantity, arrangement or differentiation of the 
cells. In the lung this tumor is composed of bronchial 
structures, especially cartilage, but there are usually 
mucosal, muscular, fatty and fibrous connective tissue 
elements also present. In earlier reports, cartilage was 
the only recognized tissue and the tumor was called a 
chondroma. However, further studies have usually in- 
dicated the presence of various other bronchial tissues 
along with the cartilage. At times hamartomas may 
contain embryonal mesenchymal tissue and may be 
hemangiomatous. The bronchial hamartoma is usually 
a solid, solitary peripheral mass but rarely may be a 
pedunculated, endobronchial lesion. [t is a rare tumor 
and is found more often in males. 

The peripheral hamartoma rarely causes symptoms 
and is usually discovered in the course of routine 
radiologic examination of the chest. On the other hand, 
endobronchial hamartoma produces symptoms as a re- 
sult of bronchial irritation and obstruction. 

Most peripheral hamartomas are small, measuring 
1 to 3 cm. in diameter. Hamartomas over 10 cm. have 
been described. Grossly, the tumors are whitish or 
whitish-yellow and sharply demarcated from the sur- 
rounding lung. The cut surface is often lobulated. Cal- 
cium and even bone may be present. In general, it is 
a benign slow-growing tumor, but local malignant 
changes have occasionally been noted. 

Roentgenologically, hamartoma appears as a solitary 
peripheral nodule with sharp, round or lobulated 
borders. Scattered zones of increased density indi- 
cating calcification are often observed within the mass. 
Although the calcification may be seen on ordinary 
roentgenograms, it is better visualized on overexposed 
spot films. Body section radiography may reveal the 
pattern of calcification best. The calcium is usually 
deposited irregularly throughout the nodule or re- 
stricted to several small foci. Surgical removal is the 
recommended therapy even though this lesion is usu- 
illy benign. The main reason for surgical therapy is 
the frequent inability to differentiate hamartoma from 
more serious peripheral carcinoma or tuberculoma. 
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Figure 1. Solitary nodule in middle area of left lung. The nature 
of the lesion cannot be distinguished by x-ray examination alone. 


Figure 2. Enucleated gross specimen from patient shown in Figure 1. 
Diagnosis: Hamartoma. Note lobulated homogeneous appearance. 
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Adequate physical facilities, personnel and funds 

for the special education of handicapped children are lacking 

in most areas. These deficiencies are complicated by poor integration 
of services and the absence of standardized objectives. 

It ts the moral duty of the community to provide 

the handicapped child with a preparation for adulthood 

which is equal to that provided for the normal child. 


Facilities for Training the Handicapped Child 


BY JAMES F. GARRETT, PH.D. 
Office of Vocational Rehabilitation, Department of Health, Education, and Welfare 


Washington, D.C. 


This is the first in a series of five articles relating to 
problems of brain damage in children. 


THE EXISTING GAP between the number of children who 
need special educational services, and those who 
actually receive those services, presents a figure that 
is astounding. It has been estimated that this ratio is 
approximately 4,000,000 : 700,000. 

Inadequate physical facilities, personnel and funds 
are the principal causative factors for this huge dis- 
proportion. For example, six political subdivisions of 
the United States lack substantial schools for the deaf. 
The 1954 report of the National Foundation for Infan- 
tile Paralysis shows an alarming deficiency in the 
personnel requirements in that particular field (Table 
1). Parallel needs exist in the fields of speech and 
hearing loss. There is a particular demand for an 
enormous increase in the number of psychologists and 
special teachers for the mentally retarded, the dis- 
turbed and the gifted child. 

This personnel deficit is accompanied by lack of 
proper integration. This is shown by the glaring im- 
balances that exist between the training resources for 
one disabled group and another. For example, the 
blind, the deaf and the tuberculous have comparatively 


adequate facilities. On the other hand, enormous in- 
adequacies exist for those handicapped with cerebral 
palsy, mental retardation and multiple sclerosis. These 
imbalances also exist in the training resources of one 
community as compared with another. Some have 
superior tutoring and remedial programs that present 
the characteristics of high grade conservation. For 
instance, Minneapolis retains the hard of hearing 
adolescents in high school—while other communities 
may have no facilities for such handicapped children. 

Serious indications of imbalance can be found in the 
same geopolitical sphere. Many and varied useful and 
important training services for handicapped children 
may be available in the county seat of 50,000 to 100,000 
people, but they are not available to the county resi- 
dents ten to 25 miles away. The larger cities usually 
have centers equipped for speech conservation, lip 
reading and sight conservation as well as school facili- 
ties for children with mental retardation, orthopedic 
handicaps and cerebral palsy. In the rural districts, 
these facilities are definitely lacking. 

The means for making the urban facilities available 
for suburban and rural residents have not been found, 
in most instances. Smaller regional units as subsidiaries 
of the central urban unit, or mobile units, also under 
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the direction of the central unit, are promising possi- 
bilities. 


Standardization of Objectives 


The disparities that exist in the community, the 
county, the state and the nation definitely demand 
clarification, refinement, acceptance of objectives and 
standardization on a national level. One state policy 
may dictate overemphasis on the development of skills 
in which the disabled child may never function ef- 
fectively. This usually results in maladjustment. An- 
other state policy may dictate reasonable development 
of a particular skill, but may urge that a major effort 
be made to strengthen and develop the individual’s 
stronger or normal characteristics. The latter policy 
approximates the ideal. 

The objective of unification and integration of 
thought can only be accomplished by the meeting of 
the minds of all those involved in the training of these 
children. Then and then only, there will be the result- 
ant proper evaluation; standardization, integration 
and distribution of the services for all. 

A word of caution seems indicated for the metro- 
politan worker. Too frequently, needless duplication of 
resources, which are necessarily expensive and costly, 
are attempted. It is far better to expand those in 
existence than to try duplication. In all instances, ex- 
pansion should be directed toward the creation of 
facilities for those categories of handicap for which 
facilities do not exist. This balances the activities of 
the community whose resources are limited. 

Thinking, training and planning in connection with 
disabled children must adhere to the same fundamental 
framework that regulates thinking and training for 
normal children. In other words, we should not adopt 
objectives for the child with a handicap which are not 
consistent with the established patterns of our society. 
The curriculum should parallel that of the normal 
child as closely as possible. This is consistent with the 
modern concept of considering the “whole child” and 
his milieu. 

In the early stages, vocational training should be 
given its proper value, namely the satisfaction of the 
basic educational objectives for which any school 
exists. Pure vocational training, if necessary, should be 
reserved for that period when the child is sufficiently 
matured to make an intelligent choice of the occupa- 
tion he intends to follow. 

The demand for positive action is still not clearly 
recognized. Apathy, rejection, denial and lack of ap- 
preciation of what can be accomplished, on the part of 
those not immediately concerned with these problems, 
promotes frustration in those who are trying to solve 
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them. The financial aspects seem to be disturbing. 
However, a comparison between the expense involved 
for a relatively short period of intensive outpatient 
training and the expense for long-term custodial care 


indicates that the former is more economically 


sound. Furthermore, the cost involved in the proper 
maintenance of state schools is prohibitive. Thus, 
in the majority of instances, due to the inability to 
employ adequate personnel, residence in such schools 
is usually relegated to custodial care. 

The entire picture would appear to be discouraging. 
The movement developed during the past few years, 
however, represents a vast improvement over former 
conditions. The training of the children on an “out- 
patient day school” or a “foster home” basis is only in 
its infancy. Although statistical results are not com- 
pletely available, the impressions are favorable. The 
results definitely indicate that equality of educational 
opportunity should be expected for all. It should not 
be considered special privilege, with the development 
of a feeling of being “‘a thing apart.” It is our moral 
duty to provide these facilities in the same manner as 
they are provided for the normal child. 

In our search into the future, we must determine 
whether or not the educational programs for both the 
normal child and the handicapped child are a prepara- 
tion for future life. Has the handicapped child had the 
opportunity for all the physical restoration possible? 
Can even the more severely handicapped and retarded 
child take care of his personal needs? Have training 
facilities been made available for these particular 
children? Has a parent training program been estab- 
lished, in order that parents too may acquire the neces- 
sary supportive attitudes and thus develop in the child 
a feeling of acceptance, security and affection? Proper 
development of these characteristics will be of future 
value in the child’s wholesome appreciation of his en- 
vironment. The training in the moral aspects should 
not be neglected. A program comprised of all of these 
factors will result in the child’s acquiring a healthy 
view of life. 


Actual 


Requirement Number 


Nurses 

Physical Therapists 
Occupational Therapists 
Medical Social Workers 
Vocational Rehabilitators 


350,000 
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4,000 
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Sleepiness during automobile driving is indeed a problem 

in preventive medicine for the family physician. In counseling 
his driver-patients, he may well suggest: avoidance of driving 
situations that induce fatigue; periods of rest; caffeine; 

and, for selected patients, sensible doses of amphetamine drugs. 
If amphetamine sulfate is to be prescribed, precautions include 
(1) a trial dose before the actual driving situation 


is encountered, (2) restriction of dosage. (A 5-mg. tablet 
of amphetamine sulfate usually gives an adequate boost 
for two to four hours.) If the driver gets tired in spite 
of drug therapy he had better stop and sleep. 


The Sleepy Driver as a Preventive Medicine Problem 


BY JOHN R. RODGER, M.D. 


Bellaire, Michigan 


SLEEPY AUTOMOBILE DRIVERS are responsible for approxi- 
mately 1,500 deaths and 53,000 injuries each year in 
the United States. These figures are derived from the 
1955 statement of the National Safety Council that “‘for 
about one out of 14 drivers involved in fatal accidents, 
a physical condition was identified that could have been 
a contributing factor in the accident. Fatigue or going 
to sleep at the wheel was the principal condition, 
totalling over three-fifths of these cases (or 4.3% of the 
total). Defective eyesight, illness, and defective hearing 
were other conditions in that order.” The total high- 
way mortality and injury figures for 1954 were 36,300 
and 1,250,000 respectively. 

It is estimated that the vehicle-mileage traveled will 
increase 45 per cent in the next ten years. If this is 
true, in that period of time we will have to reduce the 
accident rate on the highways by nearly 50 per cent in 
order even to stand still! 

Any significant reduction in highway accidents will 
be due to a variety of efforts: more and better driver- 
education, better highways, more effective law enforce- 
ment, improved car design, meeting the problem of the 
drinking driver, and better driver licensing. Improve- 
ment will depend on efforts in all these areas, not in 
just one or two. 
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Need for Advice to Patients 


We physicians are in a peculiarly strategic position, 
because of our knowledge of the lives of our patients, 
to do something in a preventive way about the one in 
14 drivers mentioned above who are involved in fatal 
accidents, and particularly about the three-fifths of this 
number who are involved because of fatigue. We have 
been doing something about the other two-fifths through 
recommendations to licensing officials, but so far we 
have almost entirely neglected the larger number who 
are affected by fatigue. 

We can do this through our advice to patients whose 
life hazards include situations giving rise to driver 
fatigue. If we do not know our patients well enough 
for this, then it is high time we did. 

Modern emphasis on health appraisal includes advice 
about other potential life hazards, such as obesity, 
family history of diabetes, cancer, stresses to be avoided 
by the hypertensive or cardiac patient, etc. In industrial 
medicine we are aware of occupational hazards, many 
of which are preventable. In modern personal medicine 
we should be aware of this 20th century driver hazard 
which is also preventable. 

This approach is all the more urgent when we ana- 
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lyze the problem and discover that it isn’t just the 
soldier on leave or the civilian on vacation who is in- 
volved, but also that many of our most valuable citizens 
are exposed to this hazard by virtue of their jobs. 

One of the irreplaceable youth-organization execu- 
tives in my state has to work in the office all day and 
then drive to frequent meetings 50 to 100 miles from 
home. On the way home from a meeting one night, he 
awoke to find himself going down a two-lane highway 
side by side with a semitrailer! 

An equally irreplaceable worker in another organiza- 
tion, while going home after a commencement address, 
awoke with his elbow on the horn and three wheels on 
the left side of the road. 

These two were among the lucky ones. Others end 
up wrapped around a tree or a concrete abuttment, or 
crash head-on into the car of an unsuspecting fellow- 
traveler on the highway. The latter group include two 
Detroit fathers killed late in 1954 while going home 
after a night factory shift, leaving 13 children orphaned. 
They also include the soldier in Texas who drove off 
the highway to stop and sleep and then was hit and 
killed by another driver who went to sleep at the wheel! 

The hazard group includes not just these, but the 
university extension worker, the salesman, the vaca- 
tioner going home with a sick child, the relative hurry- 
ing to someone’s sick or death bed, the physician him- 
self. It is not restricted to those who travel at night, 
for many of our worst “fatigue” accidents happen in 
the daytime. I have a patient who can’t travel 30 miles 
without becoming sleepy. One of our state police offi- 
cials recounts how, in his motorcycle days as patrol- 
man, he went sound asleep on a Sunday afternoon ona 
crowded highway and landed in the ditch. The worst 
accident this last year in our rural county occurred 
at 10 a.M. and could only be attributed to fatigue. We 
could almost coin a new term, “narcolepsy of the 
highway.” For many years I have counseled patients 
for whom driver-fatigue is a vocational or avocational 
hazard, and have had to find solutions for it in my own 
experience of driving 35,000 miles a year in a rural 
practice. One of my colleagues left his rural community 
for a city practice after he crashed up asleep one night. 

Such a move solved his problem, but not that of his 
successor who still has to run the same risk. 


Studies of Fatigue 


Before being able to give intelligent advice to driving 
patients, physicians must understand the type of fatigue 
that is a hazard to him. Knowledge of this condition 
comes largely from studies made during World War II. 
Tyler states that “unlike intense muscular activity pro- 
longed wakefulness results principally in psychological 
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disturbances and, with the exception of changes occur- 
ring in the electrical activity of the brain, there is little 
indication that insomnia, even up to 200 hours duration 
produces any significant physiological or biochemical 
alteration. Certain psychomotor changes occur that are 
characterized chiefly by a somewhat slower reaction 
time and a decrease in ability to maintain sustained 
effort and performance. In general, the lack of defini- 
tive changes in visceral activities make it appear that 
deprivation of sleep results in a fatigue that is confined 
to the higher centers of the central nervous system.” 

Many workers have used “fusion frequency” to study 
central nervous system fatigue. The fusion frequency 
of flicker is the rate of successive stimuli (flashes of 
light) which is necessary just to produce complete fusion 
and the same effect as continuous illumination. It is an 
index of the excitability of the retinocortical system, 
and it is regarded as one of the most fundamental 
measurements of visual function. Simonson states: 
“There is evidence that fatigue develops first in the 
sensory centers, from which it spreads to involve the 
whole nervous system.”” He quotes Lee as finding a 
consistent decrease of the fusion frequency in truck 
drivers with the hours driven, and concludes from his 
experiments that “fatigue of the central nervous system 
consistently decreases the fusion frequency of flicker, 
as shown in 62 experiments on six subjects occupied in 
types of work without muscular effort. This indicates 
a decrease of the excitability of at least the retinocortical 
system and probably of the whole central nervous sys- 
tem in fatigue.” 

Anyone who has personally battled fatigue on the 
highway will recall how his attention centered more 
and more on just the road ahead of him, with less and 
less attention to the almost equally important side of 
the road and rear-view mirror area. This undoubtedly 
accounts for many of the fatigue accidents where the 
driver has not actually gone asleep. 

An interesting scientific proof of this decrease in 
peripheral vision-attention is found in the famous 
“Cambridge Cockpit Studies” of World War II. This 
ingenious RAF apparatus provided the means of ana- 
lyzing in detail the performance of pilots engaged in 
instrument-flying exercise. It was something like a Link 
trainer, but was stationary and included devices by 
which detailed graphic records were obtained of the 
movements of instruments and controls. MacFarland 
states about these studies that “‘it is well known that a 
person who is suffering from advanced stages of fatigue 
or exhaustion may be very forgetful. This tendency to 
neglect relevant cues was reflected in loss of memory 
for instruments out of the pilot’s immediate range of 
attention. Few pilots forgot to check such instruments 
during the first stages of the experiment; after that the 
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curve of forgetting rose steeply until at the end of the 
experiment 60% were paying no attention to their side- 
instruments.” 

MacFarland’s monumental work on Human Factors 
in Air Transportation also has a section on “Studies of 
Fatigue in Drivers of Motor Vehicles.” He quotes Ryan 
and Warner as concluding that “the tendency of long 
automobile drives is to produce a loss of effectiveness 
of certain sensory discriminations, association proc- 
esses and motor reactions similar to those required in 
driving. These observations suggest that the effect of 
a long automobile drive may be to render a driver 
temporarily prone to accidents.” 

To offset the impression that only long hours of 
driving produce fatigue, the National Safety Council 
has compared hours of continuous driving and hours 
since the last sleep with frequency of vehicular acci- 
dents. It was found that drivers often spend excessively 
long hours at the wheel. Contrary to what one might 
expect, most driver-asleep accidents occur after being 
at the wheel for enly a few hours. Often this can be ex- 
plained by the fact that the operator had a limited 
amount of sleep before beginning to drive. In truck 
operators, for example, the driver-asleep accidents 
tended to occur within four or five hours of the last 
rest because their sleep was often so limited. 

The accident-prevention department of two large in- 
surance companies informed MacFarland that in 1949 
approximately 60 per cent of all long-haul trucking 
accidents occurred during the first 34 hours of driving. 
These observations suggest to MacFarland that the off- 
duty activities of drivers are more apt to influence per- 
formance than the on-duty activities. The implication 
is that a great deal must be known about the life and 
activities of the driver in order to interpret the cause 
of fatigue and of accidents. 


The Physician's Duty 


With the above observations in mind, what can the 
personal physician do in a preventive way to attack 
this problem of the sleepy driver? First, he can become 
aware of the problem as it exists for certain of his pa- 
tients. A good history should include vocational in- 
formation and vacation habits. It can also include 
driving patterns. 

Second, he can caution against driving habits that 
bring on fatigue. This may include advice to the patient 
with hypertension or coronary heart disease along with 
the advice on need for rest, weight loss and freedom 
from stress. It may include pre-vacation advice such 
as that so excellently given by Potthoff in a recent 
number of Today’s Health when he pleads for reasonable 
driving schedules for families on vacations. In short, 
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the personal physician can strongly suggest a balaiced 
schedule of work, rest and recreation which, along 
with its other health advantages, will include the sufety 
precaution of not having to drive while fatigued, or 
stopping along the trip for short naps if needed (pro- 
vided it is not cold weather so the engine must be left 
running with its carbon monoxide hazard). 

Third, he will realize that there are some patients 
who will not or cannot follow the above suggestions 


aimed at eliminating fatigue, and so will need addi- 


tional help. For instance, not every driver can nap with 
youngsters howling in the back seat, and with the cur- 
rent trend in highway crimes some may not feel safe 
napping alone. 

There are similar situations with other patient- 
problems. The hypertensive patient, for example, may 
not be able to change his job, to retire, or to change 
his neighbors or relatives in the hope of relieving his 
environmental stress situations. So, he must be left 
where he is many times, and treated with drugs in an 
effort to help his condition. 

There are drugs that will help the sleepy driver too, 
and in selected cases, physicians should carefully bring 
them to the attention of patients. 


Drugs for Prevention 


The first is time-honored caffeine, which for many 
people is all that is needed. This is found in roadside 
coffee, in cola-drinks to a less extent, and in ‘“‘No-Nod” 
pills. Caffeine itself is a cerebral stimulant. The stops 
to get it and the later stops to get rid of it also help to 
break driving fatigue. 

The second drug possibility is the amphetamine 
group. There are many people who get either no effect 
or a very minor effect from caffeine. For such people, 
drugs of the amphetamine group are effective and are 
safe if the dosage used is sensible and if certain contra- 
indications are kept in mind. 

First, as to effectiveness: Simonson and his associ- 
ates, in their flicker fusion tests, found that 10 mg. of 
amphetamine sulfate, given 3% hours before the end 
of the working day, increases the fusion frequency of 
flicker, the increase paralleling the abolition of the 
sense of fatigue. They concluded that “‘this indicates 
that the abolition or reduction of the sense of fatigue 
after the use of amphetamine not only is a subjective 
phenomenon, but is substantiated by an increase in the 
excitability of the central nervous system.” Blake and 
Gerard found that one of the actions of amphetamine 
sulfate is to increase the rate of the electrical activity 
of the brain, and it is suggested that by this action it 
contributes an important condition required for re- 
maining awake during experimental insomnia. 
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Ivy and his coworkers have noted an effect of amphet- 
amine sulfate and other stimulants on the amount or 
character of the work output only under those condi- 
tions where the testing procedures were made unusu- 
ally long, or where the administration of the drugs was 
accompanied by a subjective feeling of relief from fa- 
tigue. It would appear to Tyler that the above inter- 
pretation might also explain the action of such stimu- 
lants under conditions where the subject had had ade- 
quate sleep but the procedure produced a fatigue of 
the central nervous system. The monotony of driving 
apparently for some people will produce such a fatigue 
of the central nervous system even when they have had 
adequate sleep. 

Again we are indebted to World War II research 
work done on both sides of the Atlantic. Knox and 
Cuthbertson reported that 10 to 15 mg. of ampheta- 
mine caused increased wakefulness in fatigued men 
under the conditions of a military exercise, and that 
moderate doses of these analeptics were not followed 
by any marked “‘flop.”” They also warn that “with the 
regard to the possible use of analeptics in war it seems 
clear that these drugs should not be used indiscrimi- 
nately with large numbers of men because of the wide 
individual variations in response. Euphoria, noisiness 
or lack of judgment in even a few sensitive individuals 
might well upset an entire operation. On the other 
hand, it is probable that the use of analeptics in emer- 
gencies by individuals or by small groups of men whose 
reactions to the drug are already known, may some- 
times be justified.” 

Newman concludes that “amphetamine sulfate in a 
dose of ten mg. by mouth is incapable of significantly 
improving performance of a monotonous task for a rel- 
atively short time unless this performance has been 
reduced by previously existing fatigue. In fatigued sub- 
jects significant restoration of performance, although 
not to pre-fatigue levels, may result from this medica- 
tion. Thus amphetamine sulfate may be a useful drug 
when necessity requires the performance of such tasks 


by fatigued individuals.” 


Safety of Drug Therapy 


Next let us consider the question of safety. Ampheta- 
mines should be used with caution in hypertension, 
even though it is difficult to find in the literature any 
control studies proving an adverse effect on blood 
pressure, if used in moderate dosage. Indeed, Good- 
man and Housel report, in their study of 148 obese 
hypertensive patients, that “prolonged use of oral 
Dexedrine Sulfate does not affect the long-term blood 
pressure in obese hypertensive patients. There is a 
mild ‘ransitory immediate increase in blood pressure 


GP August 1956 


which occurs similarly with placebos, but which is 
seldom greater than pressures recorded prior to the 
study.” In a study of 76 obese or depressed patients 
with benign hypertension, given doses of Dexedrine 
from 5 to 20 mg. daily and observed over a period of 
one to 18 months, Roberts observed either a slight 
reduction or no change in blood pressure. 

Amphetamines should not be used in patients who 
have coronary heart disease nor in other types of heart 
disease except those of milder degree. These patients 
need firm orders here just as they do about other activ- 
ities. 

Amphetamines should be used with caution or not 
at all in hyperthyroid or hyperexcitable patients, since 
thyroid substance and amphetamines apparently are 
synergistic. 

The addiction problem must not be overlooked, 
although it certainly is not present to the degree that 
it is with the widely used barbiturates. Knapp states: 
“In short, using a broad concept of addiction, we can 
say that addiction to amphetamine does occur. It is 
not accompanied by marked physical dependence or 
disabling physical consequences. Various addicts have 
used it in combination with other drugs. While taking 
it some unstable personalities have broken down, but 
others stayed at least as well as they were before its 
use. Addiction to it alone is infrequent, and in com- 
parison to other addictive drugs, may be relatively be- 
nign.” In the 13 cases studied by Knapp, dosage re- 
mained between 20 and 30 mg. daily in only three of 
the 13; the other ten increased their consumption to 
between 100 and 700 mg. a day. 

Woltman of the Mayo Clinic reports the use in nar- 
colepsy of Benzedrine or Dexedrine in doses of from 
15 to 25 mg. a day taken for many years, and finds no 
untoward results. He does not use the drugs in patients 
with coronary disease or with pronounced hyperten- 
sion. 

Seevers of the Pharmacology Department of the Uni- 
versity of Michigan Medical School states: “I see no 
objection to using any of the substances mentioned 
(amphetamines) in the prevention of driver fatigue in 
dosages of 5 to 10 mg. except that repetitious use of 
10 mg. would result in a high incidence of insomnia 
and other side effects.” 

Used occasionally and under medical supervision 
for highway fatigue, there is scant chance that anyone 
is going to become addicted to amphetamine. 

What can we learn currently from the experience of 
the Armed Forces concerning the use of analeptics in 
fatigue? Wilbur of the Navy warns against their indis- 
criminate use, but states further: “In military aviation 
there are situations where fatigue may endanger life. 
The use of amphetamine or a similar drug on a ‘one- 
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shot’ basis, under strict supervision of the flight sur- 
geon, is sound practice under such circumstances.” 

Smith of the Army Air Force states: “The use of 
these drugs by aircrew members is distinctly limited 
and reserved only for those missions where fatigue is a 
critical problem. Great stress is placed upon the stipu- 
lation that they be used only at such times as ‘the time 
out of bed’ is excessive and a decrement of perform- 
ance is impending. 

‘All crew members using the drugs are briefed in 
the basic pharmacology and the variability in physi- 
ological and psychological efficiency. Prior to the 
employment of this class of drugs, each using crew 
member is tested with a standard dosage for the pur- 
pose of indoctrinating him in the effects as well as to 
detect any aberrant susceptibility of reaction. 

**Regarding the experience thus far obtained, it ap- 
pears that the greatest value is psychological. Reports 
would indicate that the greater percentage of personnel 
using amphetamine-type drugs are supported by the 
knowledge that at such times as fatigue approaches an 
incapacitating level, they will have an adjuvant to alle- 
viate their fatigue and enable them to complete their 
mission. Of those who have used the drug, there are, 
of course, many reports that a distinct lift is experi- 
enced and the reduction of fatigue enabled them to 
complete their mission without a sensed compromise 
in performance.” 

Recent energetic activities of the Federal Food and 
Drug Administration to curtail the illicit use of am- 
phetamines by truck drivers is to be commended. Study 
of the cases coming to the attention of the investigators 
shows that the drivers involved either took too large 


doses or tried to drive for much too long a time \ th- 
out sleep. A sensible approach to the problem of 1 .ad 
fatigue would have been found by these drivers \1ad 
they had medical supervision. Some would not |iave 
been given amphetamines at all, and those who did re- 
ceive them would have been instructed in the proper 
dosage and safe use. They would have been told that 
there is a deadly “road fatigue” relievable by drugs 
(caffeine or amphetamines), but that there is a com- 
plete fatigue relievable only by sleep. 

The lay article describing the work of the Food and 
Drug Administration in this truck driver problem was 
entitled “Death in Small Doses.” A study of the article 
would suggest that a more accurate title would have 
been, “Death in Big Doses.”” Moreover, an article fac- 
tually portraying the unsound self-medication made 
possible by an illicit trade in what is otherwise a valu- 
able drug should not be considered as evidence that 
there is no place for medically supervised use of such 
drugs in combating the mortality and the accident rate 
from road fatigue. We do not ban all barbiturates be- 
cause some people commit suicide with them. 

As FDA Commissioner Larrick declared in the above 
article: “Through our combined efforts, and by educa- 
tion of consumers and of users of motor vehicles, we 
hope to solve this problem. It is essential that everyone 
realize that amphetamines, like many other potent 
drugs, are truly beneficial when properly used, but 
capable of causing untold harm and suffering when 
misused.” 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


Nonhospitalized Tuberculosis Patient 


By Means of sampling technics, 37 areas of the United States 
were selected. These areas had a total population of almost 
seven million and constitute portions of 24 states. 

Roughly half (55 per cent) of the significant case load (of 
tuberculosis) is in hospitals. 

Roughly half (45 per cent) of the significant case load is 
at home. Of those at home: 

1. Three-fourths have been known to health departments 
for less than five years. 

2. Half are 45 years of age and older. 

3. In the age groups over 35 there are more than twice as 
many males as females. 

4. Eighty-seven per cent are in advanced stages of disease. 

5. Sputum status is unknown in almost half. 

6. One-third are under care of private physicians. 

7. Forty-four per cent of active cases have had drugs rec- 
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ommended; 40 per cent of active cases have had neither 
drugs nor bedrest recommended. 

8. Three-fourths of all cases had a histery of previous 
hospitalization. 

9. Almost half of all cases in the study were discharged 
from hospitals against medical advice. 

10. For one-fourth of active cases, the supervising agen- 
cies were unable to obtain information about recommenda- 
tions for hospitalization. 

11. Two-thirds of the patients were not hospitalized 
because of medical, personal, and family preferences. 

The availability of clinic, public health nursing, and 
social services is directly related to density of population; 
in rural areas almost half of the study population had no 
clinic services; 10 per cent had no public health nursing 
services ; 80 per cent had no social services other than finan- 
cial assistance as provided by departments of public wel- 
fare—Epwarp T. Biomguist, M.p., Am. J. Pub. Health, 
46:149, 1956. 
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The Magnet Is Mighty 


BY |. PHILLIPS FROHMAN, M.D. 
Washington, D. C. 


THE ELECTRIC MAGNET for the removal of deep-seated 
metal objects in the eye has been used by ophthalmolo- 
gists for some years. But the use of a magnet for re- 
moval of superficial particles of iron or steel in other 
parts of the body has been neglected. 

For the past ten years I have been using an inexpen- 
sive pencil magnet to remove imbedded particles of 
iron, steel or other metals attracted by a magnet 
(Figure 1). These particles are usually pieces of nails, 
fragments of hammer heads, spikes, etc. (Figure 2). 
The usual places of lodgment have been forearm, 
hand, face, forehead, thigh, leg and foot, in that order 
of frequency. 

The sooner one sees a patient with an imbedded 
metal object, the less difficult it seems to remove it. The 
wound area is scrubbed in thé usual manner for sur- 
gery, after x-rays of the area have been taken in various 
planes. These help to localize the object as to exact 
position and depth. 

When an imbedded foreign particle is within one- 
half to three-quarters of an inch of the point of en- 
trance, the problem is easy and requires very little 
time and probing for extraction by this small but 
powerful magnet. Insert the sterile magnet into the 
point of entrance of the object, moving it in the direc- 
tion shown on the x-ray and you will feel a clicking 
sound. Gently withdraw the magnet and, in most in- 
stances, the particle will be attached to the end of the 
magnet. If you do not succeed in the first attempt, 
probe around in the wound with the pencil magnet in 
all directions very slowly, then repeat the cycle elevat- 
ing and depressing the magnet point as you rotate it in 
that cycle. No local anesthesia is needed for these 
superficially imbedded objects. 

The second type of imbedded foreign particle is the 
moderately deep type. Here, local anesthesia about the 
site of lodgment (since the point of entrance and the 
site of lodgment may be as much as three inches apart) 
is necessary. Through a small incision, the skin and 
deep tissues are separated and the probing with the 
magnet is done. Move the tissue aside with the magnet 
point. Usually you will hear the clicking sound on 
contact, and on withdrawing the magnet you will find 
the fragment attached to it. 
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Figure 2. Some of the types of foreign bodies removed with the magnet. 


The third type is the deeply imbedded particle, 
necessitating hospitalization of the patient. With the 
patient properly prepared under local or general 
anesthesia, an incision is made over the area of lodg- 
ment shown by the x-rays. The fat, muscle, tendons or 
other interposed tissue is gently retracted, and again 
the probing technique is used. 

The advantages are many with the use of the mag- 
net. In many instances where the metal object in the 
tissue cannot be seen, the magnet will pick up the 
metal with far less probing and distortion of the 
tissue. In other words, the magnet is the surgeon’s 
“eye.” Again, the length of incision is held to a mini- 
mum, and the time required for probing and finding 
is less with the magnet than without. 
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TOXEMIA 


VASOCONSTRICTION 


ETIOLOGY? 


THE DOUBLE BALANCE OF TOXEMIA MANAGEMENT 


a> 


Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the second of twelve 

from Baylor University. 


Practical Therapeutics 


Clinical Management of Toxemia of Late Pregnancy 


BY JOHN E. LINDLEY, M.D., STANLEY F.ROGERS, M.D. AND JOHN H. MOYER, M.D. 


Departments of Obstetrics and Pharmacology, Baylor University College of Medicine 


Houston, Texas 


THE CLINICAL MANAGEMENT of pregnancy toxemia is com- 
parable to a two-armed balance. Life is maintained by 
balancing successfully the maternal and fetal compli- 
cations simultaneously, and with a single set of thera- 
peutic weights. The physician who accomplishes this 
delicate twofold task must possess a high degree of 
clinical skill and judgment, coupled with a thorough 
understanding of the fetal and maternal pathologic 
physiology involved. He must be thoroughly versed in 
the pharmacodynamics of the drugs to be used, keep- 
ing in mind at all times that toxemia is an active and 
progressive disease which may necessitate frequent 
complete re-evaluation of the patient as well as her 
individual response to therapy. 

This double challenge to save life is reflected in the 
report that there are approximately 1,000 maternal 
deaths, and 30,000 stillbirths and neonatal deaths an- 


nually from toxemia of pregnancy. 


Etiology 


The precise etiology of pregnancy toxemia has not 
been determined. The pathogenesis seems to be that 
of a generalized vasoconstriction ; notably this involves 
the arterioles of the brain, liver and kidneys. Function- 
ing of these vital organs is decreased, resulting in vari- 
able degrees of damage to their parenchyma. This is 
probably due to decreased oxygenation. Vasoconstric- 
tion also produces an increase in peripheral resistance ; 
this. in turn, leads to hypertension. The vasoconstric- 


GP August 1956 


tion is presently thought to result from a circulating 
humoral substance which exerts a toxic action directly 
upon the walls of the blood vessels, and possibly upon 
the vasomotor center in the brain. The effect is medi- 
ated through a widespread increase in sympathetic 
tone. 


Clinical Symptomatology 


The patient with toxemia of pregnancy presents a 
triad of hypertension, albuminuria and edema after the 
second trimester. Only one of these may be present at 
first—usually edema, or rapid gain in weight. Hyper- 
tension appears next, and finally albuminuria. Unless 
vigorous therapeutic measures are instituted, the path- 
ologic process proceeds to include, progressively, se- 
vere vascular changes, oliguria and renal insufficiency, 
with retention of metabolites and anuria. Finally, there 
is the development of eclampsia, with convulsions and 
coma. 

Depending upon severity, toxemia is usually divided 
into mild and severe pre-eclampsia and eclampsia. Mild 
pre-eclampsia becomes severe when there are present 
at least two of the following: (1) edema, two plus, or 
more; (2) albuminuria, two plus, or more; (3) blood 
pressure constantly 160/100 mm. Hg or higher. It is 
also designated severe if at least one of the following 
is present: (1) generalized edema or anasarca; (2) al- 
buminuria, four plus; (3) blood pressure constantly 
180/115 mm. Hg or higher. 
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When convulsions and/or coma occur, the process 
has progressed to eclampsia. 

During pregnancy, primary cardiovascular and renal 
disease may be confused with toxemia. However, a his- 
tory of hypertension or renal disease prior to the 24th 
week of pregnancy will usually be present here. 


General Therapeutic Approach 


The gradual development of the current concept of 
the pathogenesis of toxemia of pregnancy, has brought 
about significant changes in the therapeutic approach 
to this important problem. The most dramatic change 
has been the use of effective and safe hypotensive drugs 
rather than the massive sedation used formerly. This 
new approach not only reduces the elevated blood pres- 
sures, but also assures an increased blood flow to the 
vital organs. The end result has been a noteworthy 
decrease in maternal mortality. 

In an analysis of 1,500 maternal deaths, toxemia was 
found to be directly responsible for 393 fatalities, and 
was a contributing factor in an additional 140. Clini- 
cally, the primary causes of death appeared to be cere- 
bral disturbances, pulmonary edema and renal failure. 
Thus, two primary goals in the treatment of toxemia 
are improvement of renal function and the prevention 
of brain damage. These can best be accomplished by 
relieving vasoconstriction in the affected organs. This 
improves circulation and function and, at the same 
time, reduces the elevated blood pressure. This is the 
rationale for using hypotensive agents in the treatment 
of pre-eclampsia and eclampsia. 

If the toxemic patient has associated disease involv- 
ing the cardiovascular system, e.g., hypertensive- 
arteriosclerotic heart disease, essential hypertension, 
diabetes, rheumatic heart disease or congenital heart 
disease, the problem becomes more acute, since 
serious complications such as pulmonary edema are 
more likely to occur. This calls for even greater pre- 
cautions with these patients. 

It has been shown that pregnancy imposes a physio- 
logic burden on the cardiovascular system, with cardiac 
load increasing progressively until about the end of the 
eighth month of gestation. Should the additional bur- 
den of toxemia be placed on an already damaged car- 
diovascular system, the chances for cardiac decompen- 
sation are increased greatly. 

The degree of susceptibility of cardiac patients to 
toxemia is not clear. The work of Hamilton and Thom- 
son indicates that they are no more susceptible to 
toxemia than are women without heart disease. On the 
other hand, Burt and associates report a 36.5 per cent 
incidence of toxemia among cardiac patients. 

The severity of the toxemia is also increased in those 
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patients who present a-history of previous renal <iis- 
ease. However, the signs and symptoms of associaied 
cardiovascular and renal diseases may resemble those 
of toxemia. Alone they do not carry so grave a risk to 
the mother and fetus as when pre-eclampsia or eclamp- 
sia is superimposed. 


Prevention and Outpatient Therapy 


The keynote of all prenatal care is prevention. This 
is particularly true in toxemia. After the 24th week of 
pregnancy the physician must be constantly on the 
alert for the ever-present danger of toxemia. Prior to 
this time, base-line records should be kept of blood 
pressure, weight, edema and albumin content of the 
urine. All of these data may aid in assessing the sever- 
ity of toxemia in an individual patient. 

Overweight patients should be placed on a low ca- 
loric diet prophylactically, inasmuch as nearly all ob- 
stetric complications, including toxemia, will be seen 
more frequently in overweight patients. Any rapid 
gain in weight is a danger signal, since this is usually 
the first indication of retention of sodium and water. 
This may be confirmed by the presence of pedal edema. 
As the toxic process progresses, the edema increases 
to include the hands and face (anasarca). 

At the first indication of fluid retention, active ther- 
apy must be started immediately. This consists of a 
low-sodium diet, daily periods of bed rest, plus diuret- 
ics. The oral diuretic, acetazoleamide (Diamox), has 
been found effective for controlling the early edema of 
toxemia. The drug is given in doses of 250 mg. daily 
for three days, stopping for three days, then repeating 
this cycle. Ammonium chloride is also of value, but 
should not be used in conjunction with acetazoleamide, 
because a severe acidosis may be produced. The mer- 
curial diuretics, such as 2 cc. of Mercuhydrin injected 
intramuscularly every second or third day, may also be 
used with good results. Neohydrin, an effective oral 
mercurial diuretic, may be given in a dose of 3 to 6 
tablets a day. 

The appearance of albuminuria and/or hypertension 
is an indication that the disease is progressing and 
more active therapy is needed, depending upon the 
severity of the signs. A blood pressure above 140/90 is 
generally considered to be hypertensive. However, it 
is the amount of change that takes place, with respect 
to the individual patient’s own normal blood pressure, 
that is of major significance. For instance, a patient 
may normally run a blood pressure of 100/70, and if 
this patient shows a rise to 130/85, such increase should 
be considered significant. Another consideration is that 
patients with unusually labile blood pressures are very 
apt to develop sustained hypertension. 
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It is of the utmost importance that therapy be indi- 
vidualized, with due consideration to all variables in 
each patient. In general, if the patient’s condition has 
progressed to a state of mild hypertension (less than 
95 mm. mercury change in systolic or diastolic blood 
pressures, with special emphasis on the diastolic), and 
less than two-plus albuminuria, more drastic measures 
are called for. These measures consist of complete bed 
rest at home, round-the-clock mild sedation, and ad- 
ministration of oral hypotensive drugs, such as Vera- 
trum viride extracts, hydralazine or the Rauwolfia 
preparations. 

The preferred method is to give 4 to 8 mg. of alser- 
oxylon (Rauwiloid), or 1 to 2 mg. of reserpine (Serpa- 
loid, Serpasil) daily, as background medication. This 
therapy is both hypotensive and sedative. If the blood 
pressure is not reduced adequately on this therapy 
alone, a Veratrum extract such as alkavervir (Veriloid), 
or protoveratrine is added to the Rauwolfia. The initial 
does of alkavervir is 2 mg. with each meal and at bed- 
time. This dose may be increased gradually if needed, 
until blood pressure reduction is adequate, or side 
effects become troublesome. 

If side effects interfere with Veratrum therapy, hy- 
dralazine (Apresoline) can be substituted for the Vera- 
trum, but the Rauwolfia is continued. The initial dose 
of hydralazine is 25 mg. with each meal and at bed- 
time. This dose is increased every third day in 25-mg. 
increments, until a maximum of 900 mg. a day is being 
administered. If the blood pressure is still not con- 
trolled adequately, it is then advisable to hospitalize 
the patient for more active therapy. 

Careful attention should be given at all times to 
emotional factors that would tend to cause increased 
nervous tension in these patients, since these may im- 
pose an additional neurogenic element upon the vas- 
cular tone and make effective therapy more difficult. 
Additional toxic symptoms, such as headache, blurred 
vision, diplopia and nausea, suggest a more severe 
vasoconstriction, and convulsions are then possible. 


Hospital Therapy 


When the patient is admitted to the hospital, more 
vigorous therapy can be given. Prevention of eclampsia, 
with its attendant grave prognosis, is the primary con- 
cern. It must be remembered, however, that this vig- 
orous therapy affects two patients, the mother and the 
fetus, and what is good for one may possibly be harm- 
ful for the other. Every case must be managed on its 
individual merits, with due consideration <o all the 
many variables that may be present. 

Figure 1 illustrates that the drugs being given to the 
mother are also being given to the fetus. ; 
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Routine blood determinations, as well as a cath- 
eterized urine specimen for evaluation, should be 
obtained on admission. Blood urea nitrogen and uric 
acid levels are valuable. Serum electrolyte determina- 
tions should be ordered if indicated. 

The urinary output is very important and should 
be recorded at least every eight hours. Also urine 
albumin measurements should be made. Both of these 
are of major significance concerning the progress of 
the disease, as are daily weight determinations. All 
eclamptics and many severe pre-eclamptics should 
have an indwelling catheter inserted to assure accuracy 
in recording urinary output. 


A. GENERAL MEASURES 


In the past the primary emphasis has been on im- 
proving maternal mortality, with relatively little con- 
cern to possible harmful effects on the fetus. In other 
words, an exceedingly high fetal mortality has been 
considered a necessary evil associated with the manage- 
ment of pregnancy toxemia. The advent of several new, 
safe and effective hypotensive drugs, which provide a 
more direct attack on the vasospasm, makes it justifiable 
to pay more attention to improving fetal salvage, pro- 
vided that this does not react unfavorably upon the 
mother. 

It is generally agreed that some supportive measures 
are of benefit in these patients. Strict bed rest is of 
cardinal importance, and many cases of pre-eclampsia 
will show considerable improvement on this regimen 
alone. The patient should be kept in a quiet room, and 


Figure 1. Depressant and narcotizing drugs given to the mother 
are also absorbed by the fetus. 
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Figure 2a. Diagrammatic representation of vasoconstrictor im) .|ses 
originating in the brain and traveling to the blood vessels in a nor- 
mal subject. (Courtesy AM. J. M. Sc., 230: 33, 1955.) 


with minimal emotional and physical stimuli. The rou- 
tine admission work-up should include a careful evalu- 
ation of the cardiac status, since cardiac decompensa- 
tion may always complicate the toxemia. Should this 
occur, it must be treated vigorously with rapid digi- 
talization, oxygen by mask or catheter, tourniquets to 
the extremities, and, occasionally, phlebotomy. This 
is the only indication for phlebotomy in the manage- 
ment of toxemia. 

Good nursing care is of primary importance. All 
eclamptics should have the undivided attention of a 
competent nurse at all times, and until at least 24 hours 
after delivery. A careful record should be kept of the 
blood pressure, pulse, respirations and fetal heart tones. 
The frequency with which this is done will vary directly 
with the severity of the toxemia. They should be re- 
corded in even the mildest cases at least every six hours. 
The type of drugs used will also govern the frequency 
of these determinations. 

At times it may become necessary to perform a tra- 
cheostomy on eclamptic patients, because of an ob- 
structed airway, or to facilitate aspiration of the tracheo- 
bronchial tree in comatose patients. Collins and his 
coworkers state that “tracheostomy has a definite place 
as an adjunctive measure in the therapy of eclampsia.” 
Anoxia and ischemia are believed to be a part of the 
pathophysiology of toxemia. Therefore, oxygen should 
mi gians be used freely, and certainly, an obstruction to adequate 


, . _ pulmonary ventilation should not be tolerated even for 
HYPERTENSIVE PATIENT short periods of time. The routine use of atropine, in 
doses of 0.4 mg. every four hours, as indicated for con- 

Circulating Agents trol of secretions in comatose and semicomatose pa- 

(Nephrogenic in origin, ete.) tients, is beneficial in maintaining an adequate airway. 


All eclamptic patients should have available at their 
bedside a filled oxygen tank with an attached mask so 
that positive pressure ventilation may be given if nec- 
essary ; a tracheostomy tray; an electrical suction ma- 
chine for aspiration of the respiratory tree ; anda special 
medicine tray containing the drugs that are to be used 
for actively combating the toxemic process, as well as 


Cerebral 


Figure 2b. Diagrammatic representation showing a patient with 
elevated blood pressure due to increased vasoconstriction. This can 
be produced by an increase in the outflow of the vasoconstrictor im- 
pulses over the sympathetic nervous system or by increased reactivity 
of the blood vessel to a normal number of vasoconstrictor impulses. 
This increase in the number of vasoconstrictor impulses can artse 
from numerous causes which affect the vasomotor center via the 
hypothalamus, such as circulating agents from the kidney and the 
uterus, environmental stimuli, cerebral stimuli, and numerous 
other causes. (Courtesy Am. J. M. Sc., 230: 33, 1955.) 
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Figure 2c. Pharmacodynamics of blockade of vasoconstrictor impulses 
in the autonomic nervous system. As vasoconstrictor impulses travel 
over the sympathetic nervous system, they can be blocked in the brain 
(central blockade), at the sympathetic ganglia (ganglionic block- 
ade), or peripherally at the blood vessel (adrenergic blockade). 
Rauwolfia alone or in combination with hydralazine depresses the 
blood pressure by blocking vasoconstrictor impulses in the brain 
before they reach the peripheral sympathetic nervous system. Reser- 
pine is a pure alkaloid obtained from Rauwolfia, Hydralazine 
(Apresoline) acts in a similar manner depressing vasoconstrictor 
impulses in the brain. Hydralazine also has some peripheral effect 
at the blood vessel but it is unlikely that this occurs in dosages which 
are used clinically. When Rauwolfia and hydralazine are used in 
combination, the response is greater than when either one is used 
alone. These centrally acting agents are more effective in toxemia of 
pregnancy than the ganglionic-blocking agents and adrenergic- 
blocking agents. However, if the centrally acting agents do not re- 
duce the blood pressure adequately, the ganglionic-blocking agents 
may be used in addition to the central ones, thus producing further 
blockade of the outflow of vasoconstrictor impulses to the blood vessels. 


their antidotes. Also, there should be a nontraumatiz- 
ing object, such as wrapped tongue blades, for inser- 
tion into the mouth to prevent tongue-biting should 
a convulsion occur. 


B. Dierary MEASURES 


A low-sodium diet is essential, and the sodium chlo- 
ride intake should not exceed 3 Gm. a day. A high 
protein diet and adequate vitamin intake are helpful. 

Fluid and electrolyte balance should be observed 
closely. Although excess hydration and dehydration 
have both been used, it is our belief that the best 
course lies between these two extremes, and one should 
replace the insensible fluid loss plus the daily output 
unless marked diuresis is in process. The patient’s 
caloric requirements must be met, and should the 
parenteral route be necessary, 10 to 20 per cent glu- 
cose in water intravenously will serve the purpose 
well. 

Dieckman recommends the routine use of 20 per 
cent glucose in 500 to 1,000 cc. volumes, given over a 
period of 30 to 50 minutes, to produce hemodilution 
with a decrease in intracranial pressure, and an in- 
crease in urine volume. Acetazoleamide (Diamox) 
and/or the mercurial diuretics are also of benefit for 
diuresis. 


Figure 2d. Adrenergic-blocking agents, such as ph b 
(Dibenzyline) or phentolamine (Regitine), can be used alone or in 
combination with Rauwolfia or hydralazine for the treatment of 
some types of hypertension, such as essential hypertension or patients 
with pheochromocytoma. Generally speaking in essential hyper- 
tension, the peripheral blocking agents such as Dibenzyline are used 
only in combination with Rauwolfia. This combination would be 
indicated primarily in the treatment of a pregnant patient with 
essentia! hypertension in the early months of pregnancy rather than 
as thera py for toxemia. 
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C. Nonspeciric TREATMENT FOR HYPERTENSION 


In the past, many forms of active therapy have been 
recommended for the management of pre-eclampsia 
and eclampsia. These range from bilateral mastectomy 
to routine phlebotomy. However, the methods that 
appear to be still in fairly common use tend to fall into 
one of four main categories: (1) primary heavy seda- 
tion; (2) magnesium sulfate; (3) hypotensive drugs; 
(4) various combinations of these three. 

Sedation. The use of massive sedation with drugs 
such as morphine, chloral hydrate, barbiturates and 
paraldehyde, has constituted a major form of therapy 
for many years, originating with the Stroganoff regimen 
as early as 1900. This was, no doubt, an improvement 
on previous forms of therapy. 

Heavy sedation causes marked depression of both 
the mother and the fetus, and is of limited value for 
controlling hypertension and resultant sequelae. The 
therapeutic and toxic levels of sedative drugs are very 
close, and since large doses are usually given in an 
attempt to control the signs and symptoms of toxemia, 
the drugs frequently induce coma, if it is not already 
present. 

There still seems to be a limited place for mild 
barbiturate sedation in certain mild cases of pre- 
eclampsia, and also to sedate more effectively patients 
with severe pre-eclampsia and eclampsia who are hy- 
peractive, irrational and uncooperative. 

Our experience indicates that the dose required for 
the critically ill patient can be reduced significantly by 
potentiating the sedative effect of the barbiturates with 
chlorpromazine (Thorazine), thereby reducing the 
depressant effect of the barbiturate on the fetus. We 
have also found, as have other investigators, that 
chlorpromazine does not depress fetal respirations. 

Sodium pentobarbital and sodium amobarbital are 
the drugs of choice for rapid action in the more serious- 
ly ill patients, whereas phenobarbital orally may be of 
value in mild cases on outpatient therapy. In general, 
primary sedative drugs are indicated only occasionally 
in the modern treatment of toxemia, and chiefly as an 
adjuvant to the more specific hypotensive drugs. 

Magnesium sulfate is still advocated vigorously by 
some authorities. Usually it is combined with either 
the primary sedative drugs or the hypotensive drugs. 
Magnesium sulfate is thought to act directly on the 
myoneural junctions; it has no diuretic effect, and it 
does not alter intracranial pressure. Eastman believes 
it to be particularly valuable in severe pre-eclampsia 
and eclampsia, since it serves a dual purpose. It de- 
presses the central nervous system and also produces 
vasodilatation. 

An initial injection of 10 cc. of 50 per cent solution 
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is recommended, deep into the gluteal muscle, on 
each side, making a dose of 10 Gm. One-half of this 
dose is then repeated every four hours for 24 hours, 
The knee jerks are tested before each injection, and if 
they are absent, the dose is withheld. 

The toxic and therapeutic blood levels of magnesium 
sulfate are very close, and it is very apt to produce 
respiratory depression. Calcium is the antidote. A 
solution of 10 per cent calcium gluconate should 
always be readily available when this drug is in use, 


D. Spreciric HyporensivE DruGc THERAPY 


The modern trend in the treatment of pregnancy 
toxemia is definitely toward an increasing use of vaso- 
depressor drugs, and with only minimal use of seda- 
tive drugs (Figure 2a and 2b). That this trend is in the 
right direction is emphasized by the comprehensive 
data accumulated by Stern and Burnett, of the West 
Middlesex Hospital, London, England. These in- 
vestigators analyzed the various methods of treating 
eclampsia, which represents the most lethal phase of 
toxemia. Patients were divided into three groups, 
according to the various types of treatment received. 

In the first group (sedation alone) there were 1,071 
cases, with a maternal mortality of 7.56 per cent, anda 
fetal mortality of 29.17 per cent. The second group 
consisted of 149 patients treated with tribromethanol 
(Avertin) which is both a hypotensive and a sedative 
drug; here there was 4.03 per cent maternal mortality, 
and 32.58 per cent fetal mortality. The third group 
consisted of those patients receiving purely hypo- 
tensive therapy (Veratrone was the specific drug). In 
the Veratrum series of 498 cases, the maternal mor- 
tality was 1.81 per cent, and the fetal mortality 28.46 
per cent. Magnesium sulfate was used rather liberally 
in what was called the purely hypotensive group. 


PHARMACODYNAMICS 


The available hypotensive drugs may be divided 
generally into four groups: 

1. The predominantly centrally acting drugs, such as 
the Veratrum alkaloids (Veriloid, Protoveratrine) ; hy- 
dralazine (Apresoline) ; and the Rauwolfia alkaloids, 
alseroxylin (Rauwiloid) and reserpine (Serpiloid and 
Serpasil). It is generally thought that these drugs act 
predominantly on the central nervous system at the 
level of the hypothalamus, by depressing the trans- 
mission of vasoconstrictor impulses, or directly on the 
vasomotor center, thereby producing a generalized 
vasodilatation by decreasing the sympathetic tone of 
the autonomic nervous system (Figure 2c). They do 
not tend to produce postural hypotension, and have 
been found to be the safest and most effective drugs 
for reducing the hypertension of pregnancy toxemia. 


GP Volume XIV, Number 2 


5 
| 
| 
| 
| 
- 
3 
4 


2. The ganglionic-blocking agents, such as tetraethyl- 
ammonium chloride (TEAC), hexamethonium, 
pentamethonium, Arfonad, Pendiomide and spinal 
anesthesia. These block the neurogenic vasoconstrictor 
impulses at the level of the autonomic ganglia along 
the spinal cord and, in general, have been found to be 
relatively ineffective in the treatment of pregnancy 
toxemia (Figure 2c). Such drugs block all the vasomo- 
tor impulses to both arteriolar and venous systems. 
The production of postural hypotension and venous 
pooling make them difficult to use in ambulatory 
patients. 

3. The moderately potent adrenergic-blocking drugs, 
such as phentolamine (Regitine) and piperoxane (Ben- 
zodioxane), counteract circulating epinephrine and 
epinephrine-like substances. Inasmuch as these pres- 
sor amines are not known to be involved in toxemia, 
their chief use is as diagnostic aids in pheochro- 
mocytoma. 

4. The potent adrenergic-blocking drugs which act 
peripherally on the nerve endings (Figure 2d), close to 
the neuromuscular junction, such as phenoxybenza- 
mine (Dibenzyline), Priscoline and Dibenamine, have 
proved to be of little value in the management of 
toxemia. 


CunicaL Use oF Hyporensive Drucs IN TOXEMIA 


Of the drugs in the centrally acting group, the 
Veratrum compounds have been used the longest and 
have the most statistically significant recorded results. 
This applies particularly to the treatment of eclampsia, 
which represents the severest phase of the disease. Vera- 
trum viride was first used in the treatment of eclampsia 
by Baker, of Eufaula, Alabama, in 1859. As shown 
above, the group analyzed by Stern and Burnett rep- 
resents the largest comparative series; here the ma- 
ternal mortality was reduced to 1.81 per cent. The 
regimen followed with Veratrum therapy wasas follows: 

The patient is isolated and attended by a special 
nurse on admission. Ten minims (0.6 ml.) of Veratrone 
is given immediately, intramuscularly. Then no fur- 
ther Veratrone is given for 30 minutes unless the blood 
pressure rises, as some patients tend to have a delayed 
response to the first dose. Thereafter, blood pressure 
and pulse rate are recorded every 15 minutes, and 
Veratrone is repeated until the systolic pressure is be- 
low 120 mm. Hg, or the pulse rate down to 60 per 
minute. After this and until the patient is conscious, 
no more Veratrone is given unless the blood pressure 
rises over 150 mm. Hg systolic, provided the pulse 
tate is not slower than 60 per minute. If the patient is 
conscious and cooperative, 3 to 5 minim doses of Vera- 
trone are given if she has severe headache, marked 
visual disturbances, epigastric pain or convulsions, 
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bearing in mind the previously stated precautions re- 
garding blood pressure and pulse rate. In addition to 
the Veratrone, Stern and Burnett also give 10 ml. of 
magnesium sulfate by intramuscular injection on ad- 
mission, and 5 ml. every 12 hours for four days. Pulse 
rate and blood pressure are recorded every 15 min- 
utes, and the fetal heart tones every hour. No seda- 
tives are given except for extreme restlessness or labor. 

In this country, the Cincinnati group have accumu- 
lated an impressive series of eclamptics treated with a 
combination of the Veratrum alkaloids and magnesium 
sulfate. The series consists of 216 patients over a 24- 
year period, and the gross maternal mortality was 1.3 
per cent. Recently, they have incorporated the use of 
hydralazine (Apresoline) in their regimen. 

In order to avoid the troublesome side effects from 
crude Veratrum products, a number of purified forms 
have been made available in recent years. Assali has 
listed these, with their recommended dosages, as 
follows: 

1. Alkavervir (Veriloid, Riker). This is a purified 
alkaloidal extract of Veratrum viride, the dosage being 
0.1 to 0.3 mg. intravenously, and 0.4 to 0.6 mg. intra- 
muscularly. 

2. Unitensin (Irwin, Neisler & Co.). This contains 
an alkaloid, cryptenamine, recently isolated from 
Veratrum viride. The dosage is 0.5 cc. intravenously, 
and 0.5 to 0.75 cc. intramuscularly. It is available in 
oil for prolonged treatment, the dosage being 1 cc. 
intramuscularly every four to five hours. 

3. Veratrone (Parke-Davis & Co.). This is an ex- 
tract of crude Veratrum viride. The dosage is 0.2 cc. 
intravenously and 0.4 to 0.6 cc. intramuscularly. 

4. Protoveratrine, Veralba (Pittman-Moore), Provel 
(Lilly) are preparations of a mixture of protoveratrines 
A and B, which are alkaloids obtained from Veratrum 
album. The dosage is 0.1 to 0.3 mg. intravenously, 
and 0.3 to 0.6 mg. intramuscularly. 

5. Deravine (Ayerst, McKenna & Harrison) is a 
mixture of Veratrum viride alkaloids, and the dosage 
is 0.75 to 1.0 cc. intravenously and 1.25 cc. intra- 
muscularly. 

The clinical use of Veratrum has been unpopular 
because of the high incidence of side effects, such as 
nausea and vomiting, coupled with the unpredictable 
action of crude root preparations. The more purified 
products presently available have improved this pic- 
ture decidedly, but there still remain certain undesir- 
able features associated with Veratrum therapy. These 
include marked bradycardia, temporary suppression 
of urinary output, and the emetic side action (which 
parallels the hypotensive effect). Also, a marked fall in 
blood pressure to shock levels may occur, necessitating 
very careful nursing care. 
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More recently, hydralazine (Apresoline) has been 
used with success in the treatment of toxemia. This is 
one of a series of synthetic compounds of the phthala- 
zine group (l-hydrazinophthalazine). It produces a 
long-lasting vasodepressor effect, concomitant with a 
rise in pulse rate. The rise in pulse rate is associated 
with a definite increase in cardiac output and increase 
in coronary and renal blood flow. It has also been 
shown that the fall in mean arterial blood pressure is 
accompanied by decreased cerebrovascular resistance, 
plus increased cerebral blood flow and cerebral oxygen 
utilization. Such effects of hydralazine should be of 
great value in eliminating the principal causes of death 
from uremia, cerebrovascular accidents, renal insuffi- 
ciency and cardiac failure. Assali reports that this 
drug “seems to fulfill practically all of the requirements 
of a good antihypertensive agent for the treatment of 
toxemia.” 

The mode of action of hydralazine is thought to be 
predominantly a central one, affecting the vasomotor 
centers of the brain, but it also has some humoral ac- 
tivity, demonstrated by its neutralizing effects on 
cerebrotonin, hypertensin, serotonin, norepinephrine 
and pherentasin. 

The disadvantages of hydralazine are its occasional 
side effects, such as headache, nausea, vomiting, flush- 
ing and tachycardia. These are, however, seen less 
frequently in toxemic patients than in patients with 
primary hypertensive vascular disease. Hydralazine 
may also occasionally produce dramatic falls in blood 
pressure, necessitating very close nursing supervision. 
However, this does not appear to be so common as 
with the use of Veratrum preparations. There have 
been favorable reports on the value of hydralazine 
in the management of toxemia, but these are not statis- 
tically significant when compared with those dealing 
with Veratrum, chiefly because hydralazine is a more 
recent form of therapy. It is noteworthy that magne- 
sium sulfate has not been used in conjunction with 
hydralazine, as is the case with Veratrum. 

Hydralazine is administered intravenously as a 
single injection of 10 to 20 mg., or by a continuous 
infusion of from 20 to 50 mg. added to 1,000 cc. of 5 
per cent dextrose in water. It is also effective intra- 
muscularly, in 20 to 40 mg. doses. It is less effective 
orally, the dose here varying from 50 to 150 mg. every 
six hours. When given intravenously as a single injec- 
tion, there is usually a pronounced fall in blood pres- 
sure within five to 20 minutes. In_17 patients with 
acute toxemia (one eclamptic), Assali found that ten 
to 12 minutes after a single intravenous injection the 
blood pressure began to fall, the diastolic more mark- 
edly, and prior to the systolic, with normal levels being 
obtained in 30 minutes. The blood pressure remained 
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normal for periods varying from four to 12 hours. [he 
average blood pressure fall in this group was 26 per 
cent systolic and 43 per cent diastolic. 

Hydralazine is especially useful for those patients 
with marked elevation of blood pressure. It usually 
produces a dramatic hypotensive effect in a matter of 
minutes. 

However, as is the case with Veratrum, the in- 
creased amount of nursing care necessary makes it 
less practical for use in the milder forms of the disease. 
The hypotensive effect, should it become severe, can 
be partially counteracted by norepinephrine. 

McCall reports 18 cases of hypertensive crises in 
pregnancy toxemia treated with a mixture of hydral- 
azine (Apresoline) and cryptenamine (Unitensin), 
used as a continuous intravenous infusion. The doses 
used were 20 mg. of Apresoline and 5 mg. of Unitensin 
in 500 cc. of 20 per cent glucose solution attached to 
one limb of a Y-tube. The vasodilator mixture was 
allowed to flow intravenously, as needed, to obtain the 
desired blood pressure response. Extremely high 
blood pressures were controlled in every case, and 
some of the undesirable effects of each substance were 
mitigated by this combination. However, extremely 


‘close nursing supervision was required, with blood 


pressures being taken every five minutes for the first 
two hours, and every 15 minutes thereafter. 

Parenteral reserpine (Serpiloid, Serpasil) has been 
employed to a limited extent for the treatment of 
pregnancy toxemia. When administered parenterally, 
the hypotensive effect is usually apparent in 30 to 60 
minutes. Associated with the hypotensive effect, there 
is also seen bradycardia and sedation. The site of 
action of Rauwolfia is not definitely known. However, 
it is generally thought to have a predominantly central 
action on the hypothalamus, decreasing the outflow 
of vasoconstrictor impulses over the sympathetic 
nervous system (Figure 2c). 

De Alvarez used reserpine as a test drug in three 
cases of toxemia of pregnancy, and found it to possess 
definite hypotensive and sedative properties. Renal 
function studies showed further that it produced a 
definite increase in renal blood flow, similar to the 
action of hydralazine. There were no side actions and 
he concluded that the marked tachycardia or precipi- 
tous drop in blood pressure noted with hydralazine 
were not seen following the administration of reser- 
pine. It should be mentioned that he used relatively 
small doses of the drug (0.2 mg. to 0.4 mg.). 

We have studied the value of reserpine in all phases 
of toxemia since November, 1054. The results have 
been most encouraging. A preliminary report, pub- 
lished in August, 1955, discussed the first 100 con- 
secutive toxemia patients treated with reserpine alone, 
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or in combination with hydralazine. A later report 
presents 303 patients treated by this method. This 
series includes 95 patients with severe pre-eclampsia; 
25 with primary hypertensive disease and superim- 
posed pre-eclampsia; 14 with eclampsia, and 169 
with mild pre-eclampsia. 

Of the 303 patients so treated (Figure 3), 211 re- 
ceived intramuscular or intravenous reserpine alone; 
89 received both reserpine and hydralazine; two re- 
ceived reserpine and chlorpromazine; and one re- 


ceived hydralazine alone. Therefore, of the 303 
patients with toxemia, 70 per cent were treated with 
reserpine alone. The results of this study are pre- 
sented in Table 1. 

It will be noted that there was a good blood pres- 
sure response in 91 per cent, and a fair response in 9 
per cent. There was a significant hypotensive effect 
in all patients. 

Figure 3 presents in graphic form the average fall in 
blood pressure obtained in each group of patients. 
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Figure 3. The average fall in blood pressure in patients with toxemia 
of preznancy treated with reserpine alone and in combination with 


hydralazine, 
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The Response Obtained with Reserpine Alone 
and in Combination with Hydralazine in 303 Patients with Toxemia of Pregnancy. 


Total 


Number 


Patients No. 


Severe pre-eclampsia 


Primary hypertensive disease 
with severe pre-eclampsia 


Mild pre-eclampsia 


95 85 


25 23 


169 153 


General Outline of Antihypertensive Therapy for the Toxemia Patient Confined te the Hospital. 


Severity of Disease 
Mild pre-eclampsia 
(blood pressure 140/90 to 
160/100) 
bs Severe pre-eclampsia 
z (blood pressure above 160/100) 


Severe’ pre-eclampsia and _ pri- 
mary hypertensive disease 
(blood pressure 160/100) 


Eclampsia 


Hypotensive Drug Therapy 


Reserpine 


Hydralazine 


5 mg. I.M. or I.V.—may be repeated 
in 1-2 hours if still hypertensive. 
Thereafter, for maintenance, 5 mg. 
every 4-6 hours, as needed for 
blood pressure of 140/90 or above. 


10 mg. I.M. or I.V.—may be re- 
peated in 1-2 hours if still hyper- 
tensive. Thereafter for maintenance 
5 mg. every 4-6 hours as needed 
for blood pressure of 140/90 or 
above. 


Same as for severe pre-eclampsia. 


10 mg. I.V. and repeat in 1-2 hours 
if still hypertensive ; then give main- 
tenance dose of 5-10 mg. every 4-6 
hours to ensure sedation and a 
normotensive state. 


Given only when normotensive re- 
sponse not obtained with reserpine 
alone—may give 5-10 mg. LV. 
as single injection or slow LV. 
infusion with 25 mg. placed in one 
liter of 10% dextrose in water, 


10 to 20 mg. I.V. as single injection 
for rapid initial blood pressure fall 
if desired response not obtained 
from reserpine—then repeat only 
when unable to maintain normo- 
tensive on reserpine alone. 

May give by continuous [.V. in- 
fusion, 50 mg. placed in one liter of 
10% dextrose in water, when blood 
pressure labile or is difficult to get 
desired response, asin labor. 


Same as for severe pre-eclampsia. 


If BP 170/100 or above, give 20 mg. 
single I.V. injection. If BP between 
150/90 and 170/100, give 10 mg. 
single I.V. injection. If BP between 
130/80 and 150/90, use continuous 
L.V. infusion of 25 mg. in one liter 
of 10% dextrose in water slowly, so 
that it may be discontinued quickly 
should the BP fall too low. If after 
the initial injections, the hyper- 
tension is very labile or difficult to 
control the continuous I.V. infusion 
of 50 mg. in one liter of 10% dex- 
trose in water should be used. 


Good Fair oor 
ay % 
_Eclampsia 14 14 100 0 0 0 0 
Toran 275 91 28 9 0 0 
Table 1. 
ee Table 2. 
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There were no maternal deaths in this series and the 
morbidity was greatly decreased. In the 51 severe pre- 
eclamptics treated with reserpine alone, there was an 
average systolic pressure fall of 31 mm. Hg, and di- 
astolic pressure fall of 26 mm. Hg. The over-all blood 
pressure fall for the 303 patients treated was 24 mm. 
Hg systolic, and 21 mm. Hg diastolic. 

The average effective dose of reserpine was 5 to 10 
mg., administered either intramuscularly or intra- 
yenously. The intramuscular route was used primarily. 
However, in order to speed the onset of action, the 
initial dose of reserpine was usually given intraven- 
ously, as a single undiluted injection. The bradycardia 
produced by reserpine tended to eliminate the tachy- 
cardia produced by hydralazine. Reserpine also pro- 
duced definite sedation. This differed from that pro- 
duced by barbiturates and morphine, since the patient 
could be aroused easily to converse or to take oral 
nourishment, even though apparently sleeping sound- 
ly. It was also apparent that reserpine seemed to pre- 
vent the precipitous drop in blood pressure occa- 
sionally associated with the use of hydralazine alone. 

The amount of nursing care was greatly decreased 
with the use of reserpine. All patients were kept at bed 
rest on a low-sodium diet, and no drugs other than 
reserpine and hydralazine were used. The one excep- 
tion was in several of the eclamptics, who received 
small amounts of sodium pentobarbital intravenously 
for the immediate control of convulsions when seen 
originally in the emergency room. In those patients on 
reserpine alone, the blood pressure and pulse rate 
were checked every 30 minutes for two hours, then 
every hour for four hours, and then every four hours. 
The patients receiving reserpine and hydralazine had 
their blood pressure and pulse rate checked every 15 
minutes for the first hour only, and then as above if the 
dose was given as a single injection. If the drugs were 
given as a continuous infusion, they were checked 
every 15 minutes as long as infusion was continued. 

The occasional maternal side effects observed in this 
study were: nasal congestion, profound sedation, mild 
hypotension, oculogyric crisis and a coarse tremor. All 
of these subsided quickly when the drug was discon- 
tinued. However, nasal congestion, profound sedation 
and tremor are not indications for discontinuing the 
drug when the hypotensive effect is still desired. 

Eight per cent of the infants in the initial series 
showed possible drug side actions, consisting of nasal 
congestion, lethargy and respiratory difficulty. The 
nasal congestion in these infants is controlled easily by 
keeping the infant in prone position, and using one- 
eighth per cent phenylephrine (Neo-Synephrine) nose 
drops. 


Reserpine fulfills the need for a hypotensive drug 
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that is effective in toxemia. It can be used with greater 
freedom of dosage in either mild or severe cases, with- 
out danger of dramatic hypotension or marked side 
actions. Although most patients will respond to re- 
serpine alone, hydralazine should be added to the 
regimen when a more rapid effect is desired, or when 
a greater fall in blood pressure is required. Even though 
hydralazine is given, all patients should also receive 
reserpine. This will serve to counteract the tachycardia 
of hydralazine, it will aid in maintaining the normo- 
tensive response that follows rapidly, and it will also 
provide sedation. 

Table 2 presents the average recommended dosage, 
according to the severity of the toxemia. These dosage 
recommendations may at times require slight varia- 
tion, to meet the response of the individual patient. 

Figures 4, 5, 6 and 7 represent in graphic form the 
blood pressure responses to some of the dosage regi- 
mens in which this type of therapy has been success- 
fully used. 


The Cure for Toxemia of Pregnancy 


It is obvious that we have attained a much more 
physiologic approach to the treatment of toxemia, but 
it is still a fact that the only known cure for the disease 
is delivery of the fetus. While hypotensive drugs tend 
to correct, to a large extent, the pathogenesis of tox- 
emia, the basic etiology is not eliminated. Such drugs 
provide a means for accomplishing a more rapid stabili- 
zation of the mother’s condition, and with less harm to 
the fetus. The true art of treating toxemia is to know 
when and how to deliver the infant. At this point each 
case must be individualized and all the variable factors 
taken into account. These factors are, essentially, the 
severity of the toxemia, the length of gestation, under- 
lying cardiovascular or renal disease, the age and par- 
ity of the patient, the condition of the cervix, and the 
possibility of associated obstetric pathology, such as 
abruptio placenta, cephalopelvic disproportion and 
abnormal presentation of the fetus. 

As far as the severity of the disease is concerned, all 
patients with eclampsia, and most cases with definite, 
severe pre-eclampsia, regardless of the length of ges- 
tation, should have the pregnancy terminated as soon 
as “stabilization” has been produced. We define stabil- 
ization as being normotensive blood pressure, moder- 
ate sedation and definite control of convulsions, or of 
associated medical complications, such as pulmonary 
edema. 

The use of hypotensive drugs, such as reserpine and 
hydralazine, allow us to achieve such stabilization much 
sooner than was possible previously. It is advisable to 
take advantage of this by inducing labor much earlier 
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Figure 4 (right). A 22-year-old colored Gravida III, Para I un- 
registered patient with severe pre-eclampsia admitted to the hospital 
in labor. The blood pressure responded well to the combination of 
reserpine and hydralazine intravenously. The hydralazine was given 
simultaneously with the reserpine because of the extreme hypertension 
with the patient in labor. The final blood pressure readings shown 
were taken just prior to delivery of a term infant in good condition. 
The blood pressure remained normal post-partum on reserpine 
alone, 5 mg. intramuscularly everv six hours. 


than has been previously recommended with the older, 
slower and more toxic methods of stabilization. By 
these means, it is believed that many infants will be 
saved, who would otherwise expire in utero during the 
prolonged periods of so-called stabilization. The in- 
fants of these criticially ill patients are more likely to 
survive out of the uterus than in, regardless of the 
stage of gestation. Further, the mother runs less risk of 
suffering permanent vascular damage, since it has been 
established that the degree of permanent maternal 
damage is directly proportional to the length of the 
toxemic process. 

In patients with mild pre-eclampsia, there is justi- 
fication for much more consideration to the length of 
gestation, and every effort should be made to maintain 
stabilization with the hypotensive drugs, bed rest and 
the other supporting measures until at least the 35th 
week of gestation. When this fetal age is attained, and 
if signs of toxemia still persist, the fetus will be in a 
more favorable environment outside the uterus. 

The presence of underlying cardiovascular and 
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Figure 5 (below). A 16-year-old colored Gravida I, Para 0 unregis- 
tered patient with eclampsia and antepartum convulsions. She was 
well-controlled initially with intramuscular reserpine combined with 
a slow continuous intravenous infusion of hydralazine. She was then 
maintained normotensive with intramuscular reserpine alone. 
Chlorpromazine was given initially for additional sedation and 
finally to produce potentiation of analgesia from the small doses of 
Demerol during labor. Labor was induced by amniotomy, and 
spontaneous delivery was easily accomplished under pudendal block 
anesthesia. The infant was in good condition and the mother re. 
mained normotensive without further hypotensive drug therapy. 
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renal disease, plus severe pre-eclampsia, tends to indi- 
cate earlier delivery, all other factors being equal. In 
pure cardiovascular and renal disease in the last tri- 
mester, without pre-eclampsia, one is justified in try- 
ing to carry the fetus to a more favorable stage of 
maturity. 

The method of delivery is usually governed by the 
condition of the cervix, the age and parity of the 
patient, and the associated obstetric problems. In 
general, vaginal delivery is best for both mother and 
infant. Cesarean section should be used in toxemic 
patients only for obstetric indications, or when vaginal 
delivery cannot be accomplished within a reasonable 
length of time. Induction of labor by amniotomy and/ 
or intravenous Pitocin are the methods of choice for 
securing vaginal delivery. The concomitant use of both 
of these methods is most effective. However, if the pre- 
senting part is high and/or the cervix closed so tightly 
that amniotomy is impossible, then intravenous Pito- 
cin should be utilized first, to effect engagement of the 
presenting part and/or ripening of the cervix. Valu- 
able time should not be wasted in attempting to ripen 


Figure 6. A 22-year-old colored Gravida VI, Para V unregistered 
patient with severe pre-eclampsia superimposed on essential hyper- 
tension. She had an uncomplicated stat spontaneous delivery and 
was treated with morphine and phenobarbital for two days post- 
partum without response. She was then given reserpine and ob- 
tained the good response illustrated here. She remained normo- 
tensive thereafter on reserpine alone, 5 mg. intramuscularly every 
six hours. She was dismissed on oral reserpine. 


Serpasil 5 mg. 1. M. 


an unripe cervix in either eclamptic or severe pre- 
eclamptic patients. These patients will benefit from 
Cesarean section when done by competent obstetri- 
cians under spinal or local anesthesia, since it has been 
shown that spinal anesthesia does not affect hyper- 
tension of toxemia significantly. 

The anesthetic of choice for vaginal delivery is either 
saddle block or pudendal block. Low forceps should be 
used routinely to shorten the second stage of labor as 
much as possible. These patients should not be sub- 
jected to inhalation anesthesia if this can be avoided, 
due to danger of precipitating pulmonary edema or 
aspiration pneumonia. 

The analgesia during labor is best and most safely 
produced by small doses of meperidine (Demerol) and 
scopolamine, or atropine, potentiated by chlorpro- 
mazine. Usual dosage is 50 mg. of meperidine, 25 mg. 
of chlorpromazine and 0.4 mg. of scopolamine, re- 
peated as indicated every two to four hours. This 
regimen is also satisfactory for normal patients. 

Special attention must be given to having personnel 
and equipment available for resuscitation of the in- 


Figure 7. A 20-year-old colored Gravida I, Para O unregistered 
patient, with severe pre-eclampsia.. Admitted in labor and given 
only intramuscular reserpine initially, obtaining a good response, 
but due to the labile blood pressure, hydralazine as a single injection 
was added, producing a continuous normotensive state that was 
maintained post-partum on intramuscular reserpine alone. The 
delivery was by low forceps under saddle block anesthesia. The infant 
was in good condition. 
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fants, inasmuch as they have a higher incidence of 
apnea neonatorum. 

After delivery has been accomplished, the mother 
should have continued close observation, and hypo- 
tensive drug therapy should be administered, when 
indicated, for at least 24 to 48 hours, since it has been 
shown that 22.4 per cent of eclamptics have their first 
convulsion during the post-partum period, while 53.6 
per cent are antepartum, and 21.3 per cent are intra- 
partum. One should be extremely skeptical that con- 
vulsions occurring after the third post-partum day are 
due to eclampsia. Routine post-partum visits should 
include blood pressure check and urinalysis on these 
patients, to permit correct determination of the true 
nature of their hypertensive disease. 


Summary and Conclusions 


Death from toxemia is usually due to cerebral dam- 
age, renal insufficiency and cardiac failure. All are re- 
lated closely to the generalized vasoconstriction that 
is present and is due, presumably, to a combination of 
a circulating humoral substance and neurogenic ele- 
ments. These produce ischemia of the vital organs and 
increased peripheral resistance, with a resultant 
hypertension. 

The supporting therapeutic measures consist of di- 
uretics, including hypertonic glucose, low-sodium 
diet, bed rest, decrease in emotional tension, correc- 
tion of fluid and electrolyte balance, the use of 100 per 
cent oxygen and, occasionally, tracheostomy. The ac- 
tive therapy should consist of relieving directly vaso- 
constriction by the use of vasodepressor drugs, such as 
reserpine, the Veratrum alkaloids and hydralazine. 

The combination of reserpine and hydralazine offers 
the best regimen for this purpose, having been used 
successfully in this department in 303 cases of toxemia 
of pregnancy, including 14 eclamptics. There have 
been no poor results in this series, and there were no 


maternal deaths. The morbidity has been great!. de- 
creased. Both drugs have relatively few side e/'ects, 
and reserpine counteracts some of the possible side 
reactions of hydralazine, such as tachycardia anc pre- 
cipitous falls in blood pressure. 

Reserpine is an effective hypotensive agent which 
can be used more freely and with much less nursing 
care than any other drug yet used. Reserpine provides 
the additional advantage of significant sedation, which 
permits better cooperation from the patient. Hydrala- 
zine should be added when a more rapid effect is 
desirable, or a greater fall in blood pressure is needed. 
Both drugs produce an increased flow of blood to the 
kidneys. 

The Veratrum alkaloids are also effective hypoten- 
sive agents, but they have the disadvantages of a nar- 
row therapeutic margin, with occasional unpredictable 
falls in blood pressure to hypotensive levels, and there- 
fore require careful nursing. Also, this dramatic hypo- 
tensive drug has limited use in the milder forms of 
toxemia, whereas reserpine approaches closely the 
ideal drug for such cases. ; 

While considerable progress has been made in the 
treatment of toxemia, it has not eliminated the need 
for induction of labor when indicated. In fact, it has 
enabled us to stabilize the patients with eclampsia and 
severe pre-eclampsia much more rapidly, thus permit- 
ting an earlier induction of labor, and the ultimate 
cure of toxemia. In the milder cases the new therapeu- 
tic approach provides rapid and consistent stabiliza- 
tion of blood pressure, making possible a greater 
length of gestation. These methods of management, 
plus others employed by the physician who exercises 
good judgment about when and how to achieve deliv- 
ery, will result in a marked decrease in both fetal and 
maternal mortality. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


Cigarette Smoking 


Puysicians are frequently called upon to advise patients 
concerning smoking. It is well to bear in mind that a great 
majority of patients are not psychologically and emotion- 
ally able to voluntarily reduce the number of cigarettes 
they smoke. 

If smoking is harmful to a person, he will be served 
best if smoking is completely interdicted. Most smokers re- 
duce the amount they smoke for a short period of time, but 
revert to their former habit of smoking in excess.— 
M. C. Myerson, M.D., California Med., 82:111, 1955. 


110 


Cholecystography 


GALL-BLADDER EXAMINATION was completed in a total of 68 
cases by means of both oral and intravenous cholecystogra- 
phy. Though a more satisfactory visualization was obtained 
by means of the intravenous method, oral cholecystography 
was deemed superior as a routine measure because of the 
greater ease and safety in performance of the examination. 
Intravenous cholecystography was of great value in cases 
in which gall-bladder visualization was poor or absent after 
oral administration of the opaque material.—V. KREMENS, 
M.D., et al., New England J. Med., 254:705, 1956. 
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Convulsions in Shigella Gastroenteritis 


ONE HUNDRED SIXTY-FOUR children with diarrhea were 
studied by Donald, Winkler and Bargeron. Shigella or- 
ganisms (Sh. flexneri and Sh. sonnei) were isolated 
from 39 per cent of the cases. Forty-five per cent of the 
patients with Shigella infections had convulsions, while 
only 12 per cent of the remaining patients convulsed. 
There was no obvious difference in the state of hydra- 
tion, and no correlation between the occurrence of 
convulsions and dehydration. All lumbar punctures 
were normal, and no significant differences were noted 
in electrolyte studies performed on both groups. 

Now Shigella dysenteriae, the organism causing 
bacillary dysentery, is known to produce a neurotoxin. 
This organism is rarely encountered in the United 
States, and was not recovered in this study. No neuro- 
toxin has been demonstrated in association with the 
flexneri or sonnei organisms. The present study, and 
previous reports on cerebral manifestations in shigello- 
sis, suggest that these bacteria may produce a neuro- 
toxin. (J. Pediat., 48: 323, 1956.) 


Infarction of Greater Omentum 


IpiopaTHIC segmental infarction of the greater omen- 
tum is a rare cause of abdominal symptoms that 
closely simulate acute appendicitis or acute chole- 
cystitis. To date 43 cases have been reported, includ- 
ing six recently described by Shea, Pomer and Spell- 
man. These authors speculate that other cases may 
have gone unrecognized when operation is done 
through a McBurney incision (for a mistaken diagnosis 
of appendicitis) and the nature of the incision has 
precluded discovery of the true diagnosis. 

Seventy per cent of patients have been males. The 
usual history tells of gradual onset of right-sided ab- 
dominal pain. There is severe tenderness at the area 
of pain, usually in the right lower quadrant. The 
abdomen does not become distended, and peristalsis is 
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Tips from Other Journals 


normal. Slight fever and moderate leukocytosis com- 
plete the picture. 

At operation, some serosanguineous liquid is dis- 
covered in the peritoneal cavity. The infarction always 
involves the right side of the omentum. The involved 
segment appears darkly hemorrhagic. There is no 
twist at the base of the omentum (such as occurs in 
torsion of the omentum). Treatment is resection of the 


infarcted area. (New England J. Med., 254:263, 1956.) 


Marginal Ulcer 


SMITH AND STRANGE analyzed 20 cases of marginal 
ulcer which occurred in 17 patients over a ten-year 
period. In nine of the patients, gastroenterostomy 
alone had been performed. In three, gastroenterostomy 
had been combined with vagotomy; in three, ulceration 
recurred after subtotal gastric resection. 

The most constant symptom of marginal ulcer was 
pain. This was present in 18 of the 20 cases. Vomiting 
was present in 14, nausea in 12, and weight loss in 
eight cases. Less common symptoms were diarrhea, 
melena, hematemesis and weakness. Abdominal ten- 
derness was found in half of the cases. Complications 
of marginal ulcer were bleeding, anemia, perforation 
and gastrojejunocolic fistula. 

The authors stated that the most important causative 
factors in marginal ulcer are hypersecretion of hydro- 
chloric acid, under the influence of cephalic and hor- 
monal stimulation, and absence of the buffering and 
neutralizing effect of biliary and pancreatic secretions. 
They thought that subtotal gastrectomy, with the re- 
moval of 75 per cent of the stomach and the entire 
pyloric antrum, is the procedure of choice in the sur- 
gical treatment of duodenal ulcer. When a marginal 
ulcer has occurred, they recommended re-resection. 
Also, since the addition of vagotomy to the procedure 
has no effect upon the mortality rate, they considered 
that it should perhaps be added to re-resection. (Sur- 
gery, 39: 441, 1956.) 
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Fat Embolism 


Most caszs of fat embolism to the lungs occur after 
severe bone fracture, with marrow fat entering the 
blood stream. Only fat globules with a diameter greater 
than 12 microns will remain in the alveolar capillaries. 
Estimates of the amount of fat required to produce 
symptoms or death in humans have varied from 2.0 to 
120 cc. Fatty acids produce severe tissue reactions so 
that hydrolyzed fat is more toxic than neutral fat. 

After an initial asymptomatic period, there is usually 
the rapid development of shock, dyspnea with tachy- 
pnea, cyanosis and expectoration of pink fluid in which 
fat may be found. Signs of diffuse pulmonary edema 
soon predominate. Of course, embolism of other or- 
gans—kidneys or brain—may produce additional signs. 
If the patient survives the acute pulmonary edema, 
signs of consolidation may appear, with purulent and 
bloody sputum. The pulmonary edema of fat em- 
bolism is probably due to the irritative action of fatty 
acids and/or neurogenic influences. 

Taquini and his colleagues, of Buenos Aires, report 
the case of a young woman who suffered fat embolism 
of the lungs following the injection of thymol in oil for 
multiple cystic hydatidosis of the liver. Immediately 
following the injection, she complained of retrosternal 
oppression and severe dyspnea that lasted for a few 
minutes. Three hours later, she again complained of 
dyspnea and expectoration of pink, frothy fluid which 
reached 400 cc. the first day. She developed cyanosis, 
tachypnea, tachycardia, hypotension, fine moist rales 
throughout both lung fields, and oliguria. Electrocar- 
diogram was normal. Chest x-ray revealed ill-defined 
round shadows extending throughout both lungs. 

Treatment consisted of antibiotics, oxygen, norepin- 
ephrine and ACTH, with complete recovery. The 
ACTH was given to inhibit the pulmonary exudative 
reaction to the irritant oil. The chest x-ray was normal 
in 11 days. (Am. Heart J., 51: 468, 1956.) 


Mental Disturbances of Old People 


ASCHENBACH ADVOCATES the use of pentamethylene- 
tetrazol (Metrazol) for home treatment of old people 
having disturbed mental function. His patients had 
such symptoms as loss of memory, confusion, nervous- 
ness, suicidal tendencies, insomnia, fear of loss of 
mind, loss of memory for surroundings. The good re- 
sults of drug therapy usually were obvious but some- 
times were measured by something as subtle as a 
decrease in the number of phone calls made by rela- 
tives to complain about the old person’s intractability. 

Starting dose for most patients was 0.2 Gm. pen- 
tamethylenetetrazol four times daily. That dose later 
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was modified according to individual reactions. There 
were no untoward reactions to the drug. Good ellects 
were sometimes not apparent until the patient had 
been taking the drug for one month. (M. Ann. District 
of Columbia, 25:70, 1956.) 


The Electrocardiogram in Cold Climates 


KUHN DESCRIBES an Army Medical Service test of the 
effects of arctic climate and different shelter tempera- 
tures on the electrocardiograms of young men. 

There were no abnormalities in resting electrocardio- 
grams even in an arctic shelter maintained at 50° F. 
However, significant electrocardiographic changes fre- 
quently occurred in the arctic after both heavy and 
light work. The principal change noted was depression 
of the RS-T segment, a finding commonly attributed 
to insufficiency of coronary blood flow. 

The evidence for reflex coronary constriction upon 
exposure to cold is controversial. It is suggested that 
the coronary arteries may fail to dilate adequately in 
response to an increase in cardiac work in the cold- 
exposed subject. 

The author stresses that organic disease of the 
coronary arteries may also be a factor in these ap- 
parently healthy young subjects. Anatomic evidence 
of coronary artery disease was found in 77 per cent of 
young American soldiers killed in action, none of 
whom had clinical evidence of cardiovascular disease. 
(Am. Heart J., 51: 387, 1956.) 


Gastromalacia 


BELL AND HIS COWORKERS reported a case of perfora- 
tion of the stomach due to acute gastromalacia sec- 
ondary to poliomyelitis, and described the character- 
istics of this complication. The patient was an 18- 
year-old Navy recruit who was hospitalized with a two- 
day history of cramping epigastric pain, nausea and 
diarrhea. Examination revealed a pale, hyperpneic, 
dehydrated, somewhat confused man. His abdomen 
was generally tender, especially in the right lower 
quadrant. The white blood count was 29,200. Explora- 
tory laparotomy was performed. Approximately 6,000 
cc. of brown fluid containing undigested food particles 
was released under tension. The stomach was greatly 
enlarged and thin-walled. There was an area of gastro- 
malacia three by six inches, involving the anterior 
stomach wall. Through this was a five-inch longitudinal 
perforation. The necrotic area of the stomach was ex- 
cised longitudinally, and the defect was repaired with 
chromic catgut and fine silk. A smaller necrotic area 
was similarly repaired by plication. 

The immediate postoperative period was stormy 
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with a rapid pulse and other evidence of shock. This 
was controlled by intravenous Cortef, glucose, albumin 
and transfusions of whole blood. During the later con- 
valescence there was neurologic evidence of weakness 
and atrophy of the right masseter and temporal 
muscles and of the right shoulder girdle and left thigh 
and leg. This was consistent with a rather diffuse lower 
motor neuron affliction, probably poliomyelitis. 

The authors quoted similar cases from the literature 
and stated that gastromalacia seems to occur in the 
presence of lesions involving the central autonomic 
control mechanism, notably the hypothalamus. They 
demonstrated that gastric perforations due to this 
erosive phenomenon need not be fatal. (Ann. Surg., 
143:106, 1956.) 


Pulmonary Apical Herniations 


FENICHEL AND EpsTEIN report 19 cases with pulmonary 
apical herniation. This condition is characterized by 
the gradual appearance of a soft bulging prominence in 
one or both supraclavicular areas. The bulge is neither 
indurated nor tender, and no definite mass can be pal- 
pated. The bulge is sometimes present at rest but when 
the patient coughs, strains or performs a maneuver that 
increases intrathoracic pressure, the swelling expands 
considerably, and a gentle outward positive impulse 
becomes perceptible. The bulging is usually symmet- 
rical but occasionally is unequal. There is usually a 
history of chronic cough for many years and many of 
the patients are emphysematous. 

This soft expansile mass is actually due to protrusion 
of the lung through the superior thoracic aperture. The 
jugular and subclavian veins and their tributaries be- 
come distended during this process of increasing intra- 
pulmonary pressure, since their return flow is blocked, 
and this too contributes to the swelling. Contracting 
cervical muscles also influence the bulging at the base 
of the neck during strain. Radiologically, the hernia- 
tion can best be seen on lateral, cervical roentgeno- 
grams. (Arch. Int. Med., 96: 747, 1955.) 


Treatment of Hiccough 


SLEMMER HAS SUGGESTED the use of traction on the 
phrenic nerve in patients with intractable hiccough, 
and has reported several cases in which the method 
was employed successfully. He stated that although in 
some instances the etiology of this reflex is obscure, it 
sometimes follows intra-abdominal surgery, and is oc- 
casionally epidemic, probably due to an abortive form 
of encephalitis. 

Following fluoroscopy to determine which portion 
of the diaphragm was involved, Slemmer exposed the 
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phrenic nerve in the neck under procaine anesthesia. 
This was accomplished through a 4-cm. incision, lo- 
cated 3 cm. above and parallel to the clavicle, beginning 
just lateral to the midline. By retracting the sterno- 
mastoid muscle anteriorly, the scalenus anticus muscle 
was then exposed. A no. 34 or 36 stainless steel wire 
was passed beneath and around the nerve, to form a 
loop, extending out beyond the skin edges. After clos- 
ing the wound, the ends of the wire loop were tied 
together. 

A sterile dressing was applied in such a way that 
gentle traction could be applied as long as necessary 
to control the paroxysm. A nurse, intern or even the 
patient himself was instructed to apply traction when 
it was needed. 

The author stated that he has used this method in 


CONTROL OF HICCOUGH CAN BE ACCOMPLISHED 


BY INTERMITTENT TRACTION 
ON THE PHRENIC NERVE. 
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a number of cases in which other modes of treatment 
had failed. One patient required bilateral phrenic trac- 
tion. (Arch. Surg., 71: 927, 1955.) 


Carcinoma of the Right Colon 


GRIFFIN AND HIS COWORKERS reported a series of 646 
patients operated upon for carcinoma of the right por- 
tion of the colon from 1939 to 1948. These were com- 
pared with cases treated in 1952. Over half of the pa- 
tients were between 50 and 70 years of age. Males were 
slightly more commonly affected than females. Forty- 
seven per cent of the lesions were in the cecum. The 
remainder were in the ascending colon and hepatic 
flexure. Metastasis to regional lymph nodes was found 
in 48.1 per cent of the lesions regardless of their loca- 
tion. 

Palliative resection or ileostomy was performed in 
approximately one-quarter of the cases. Following 
palliative resection, two patients lived for more than 
five years, and 40 per cent survived for more than one 
year. Only 10 per cent of patients with ileostomy sur- 
vived for more than one year. 

The rate of “curative” resections in the period from 
1939 through 1948 was 70.3 per cent, and was essen- 
tially unchanged in 1952. The over-all resectability 
rate increased from 67 per cent to 85.9 per cent, how- 
ever, because of the increasing use of palliative re- 
section. 

The five-year survival rate of those patients under- 
going resection with a view to cure, over the ten-year 
period, was 60.4 per cent of those surviving operation. 
This rate is similar to that of all cases reviewed from 
1907 to 1938. However, because of improvement in 
the hospital mortality rate and in operability rates, the 
authors stated that more patients now survive carci- 
noma of the right colon, than did prior to 1938. (Ann. 
Surg., 143 :330, 1956.) 


Fruit Pit Obstruction 


DreEtinG AND MarsHak reported two cases in which 
recurrent bouts of pyloric obstruction were produced 
by the impaction of a fruit pit in a stenotic area of the 
duodenum, resulting from long-standing duodenal 
ulcer. 

The authors stated that fruit pits inadvertently in- 
gested usually pass through the intestinal tract prompt- 
ly and asymptomatically unless the pit is extremely 
large or the subject is a child. When obstruction does 
occur, it is at a region of narrowing or flexure, such as 
the pylorus, the duodenojejunal flexure, or the ileo- 
cecal valve. Whenever abnormal narrowing of the in- 
testine is present, such as at an area of ulceration, or 
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at a gastrointestinal anastomosis, the pit may also jhe 
arrested. 

In the two patients described, ulcer symptoms |)c- 
came greatly exaggerated, although in neither instaice 
did complete obstruction occur. In one case, symp- 
toms were produced by partial duodenal obstruction 
and by pancreatic penetration. A diagnosis was made 
from the x-ray findings. In the other instance of ob- 
struction by a pit, preoperative diagnosis was not 
made. The authors emphasized that the diagnosis of 
this condition is difficult unless a history of pit inges- 
tion is specific, or elliptical shadows, with inner con- 
centric striations, are diligently sought in barium meal 
studies. Extraction of the pit through a gastrotomy 
was recommended. (Arch. Surg., 72:411, 1956.) 


Roentgenogram in Peptic Ulcer 


MANN AND HIS COWORKERS reported the results of x-ray 
studies in 157 cases of perforated peptic ulcer. They 
found that by taking exposures in four positions in- 
stead of the usual single upright method, the accuracy 
of diagnosis of free intraperitoneal air could be in- 
creased. 

The average age of the patients was 36.2 years. The 
great majority of the perforations were on the anterior 
duodenal wall. Most of the patients had an elevated 
serum amylase. Irritation of the pancreas, in the au- 
thors’ opinion, may have accounted for paralytic ileus 
which was present in 54 patients. Fluid levels were 
present in the small intestine in 20 patients. 

In the entire group of 157 cases, the x-ray exami- 
nation was positive in 84.7 per cent. When the single 
upright position was used, 76.5 per cent were positive. 
If the right and left lateral decubitus positions were 
added, the positive cases rose to 85 per cent. 

Lateral decubitus exposures were taken with the 
patient lying on the right or left side, with the radio- 
graphic tube placed behind him and the film in front. 
In this position, air was sometimes visualized under 
the uppermost part of the lateral abdominal wall. The 
left lateral position was found to be best because with 
the left side down, there was less confusion of free air 
with air in the stomach or colon. A supine lateral 
position was later added. This allowed detection of air 
under the anterior abdominal wall. Air was sometimes 
demonstrated in the hepatorenal space, in the psoas 
sheath, intraperitoneally, and retroperitoneally. Visi- 
bility of the outer as well as the inner wall of the intes- 
tine (Rigler’s Sign) was noted on several occasions. 

Because of the increase in diagnostic accuracy dem- 
onstrated, the authors recommended the four-position 
roentgenographic technique in all suspected cases of 
perforated peptic ulcer. (Arch. Surg., 72:450, 1956.) 
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Cholecystectomy in Patients 
With Coronary Artery Heart Disease 


For A GOOD MANY YEARS, there has been wide specula- 
tion about the relationship of gallbladder disease to 
coronary artery disease. In a series of 100 coronary 
artery disease patients who underwent cholecystectomy 
for coexistent gallbladder disease, Keys, Dry and Wal- 
ters sought the answers to two questions: “How well 
do patients with coronary artery heart disease tolerate 
removal of a diseased gallbladder? Does the removal of 
such a diseased gallbladder influence the subsequent 
clinical course of the patient with coronary heart dis- 
ease?” 

None of the 100 patients had evidence of recent myo- 
cardial infarction at the time of cholecystectomy. They 
were handled carefully, especially in terms of anes- 
thesia and general supportive care, at operation and 
afterward. The general experience was good. Three pa- 
tients died postoperatively—two of acute pancreatitis 
and one of heart failure and cerebral apoplexy. The 
postoperative course was usually smooth in the rest of 
the patients. However, there were seven instances of 
thrombophlebitis. 

Therefore, it seemed that patients having coronary 
artery heart disease tolerated cholecystectomy quite 
well. Certainly they were benefited by the protection 
that the operation afforded against serious complica- 
tions of gallbladder disease. The authors could not 
finally say whether cholecystectomy directly influenced 
the course of heart disease. Survival statistics suggested 
a beneficial effect, but it was pointed out that this may 
have been purely an effect of protection against serious 
biliary disease (see accompanying diagram). (Proc. Staff 
Meet., Mayo Clin., 30:587, 1955.) 


Peptic Esophagitis 


Cross anp Kay reported a series of 55 cases of peptic 
esophagitis encountered over a period of six years. 
The symptoms varied in duration. Substernal pain, 
heartburn and dyspepsia were common, and usually 
were made worse by lying down. Severe involvement 
was indicated by dysphagia. Bleeding, often present, 
was sometimes occult, sometimes massive. 

In some instances, esophagitis could be diagnosed 
by barium swallow. In others, fairly severe involve- 
ment could not be detected roentgenologically. In all 
instances, the presence and degree of the disease were 
confirmed by esophagoscopic examination. 

Forty-one of the cases studied (75 per cent) had an 
associated hiatal hernia. Three had a duodenal ulcer. 
One had scleroderma. In five patients without associ- 
ated hiatal hernia, severe vomiting was the apparent 
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COMPARISON OF SURVIVAL RATE 
IN THREE GROUPS OF PATIENTS: 
(1) @ miscellaneous group of angina patients | 
(2) coronary artery heart disease patients” 


cause of the esophagitis. This resulted in acute perfo- 
ration in two, acute ulceration in one, and chronic 
esophagitis in one. Duodenal ulcer, vomiting and an 
inlying gastric tube accounted for the esophagitis in 
one patient. 

The authors stated that the treatment of esophagitis 
may be medical or surgical, depending upon the 
severity of the disease and upon the presence or ab- 
sence of an etiologic factor such as hiatal hernia. Care- 
ful preoperative evaluation by both roentgenograms 
and esophagoscopy was considered essential. 
Medical treatment was reserved for (1) acute esoph- 
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ease not associated with a demonstrable hiatal hernia, 
and (3) esophagitis with hiatal hernia, when elective 


surgery was otherwise contraindicated. Such treatment 


included an ulcer-type diet, antacids and elevation of 
the head of the bed. In the presence of esophageal 
stricture resulting in dysphagia, dilatation was recom- 
mended. 

In four patients without a hiatal hernia, esophago- 
gastrectomy was carried out. Only one of these had a 
good result as far as postoperative symptoms of esoph- 
agitis were concerned. When a hiatal hernia was found, 
with significant symptoms, repair was recommended, 
even if esophagitis was minimal. (Ann. Surg., 143 :360, 
1956.) 


Emergency Intravenous Cholangiography 


SPARKMAN AND ELuis have demonstrated the usefulness 
of intravenous cholecyst-cholangiography in the dif- 
ferential diagnosis of acute abdominal pain. The in- 
travenous study was useful when the urgency of the 
disease made it undesirable to wait for oral cholecys- 
tography, or when vomiting prohibited use of the oral 
medium. In some instances it provided preoperative 
information concerning the condition of the extra- 
hepatic bile ducts. Cholografin (Squibb) was employed 
in intravenous doses of 40 ml. In one obese patient this 
was increased to 60 ml. 

Three types of results were obtained: (a) visualiza- 
tion of the gallbladder and bile ducts; (b) visualization 
of the bile ducts without visualization of the gallbladder ; 
and (c) failure of visualization of either the gallbladder 
or the bile ducts. 

In acute cholecystitis, obstruction of the cystic duct 
was the rule. Radiographic demonstration of apparently 
normal bile ducts and gallbladder therefore was pre- 
sumptive evidence of the absence of cholecystic dis- 
ease. In one such case reported, disease of the biliary 
systems having been excluded by cholangiography, the 
cause of acute abdominal pain was found at operation 
to be mesenteric thrombosis. 

Radiographic demonstration of the common bile 
duct, but not of the gallbladder, was presumptive evi- 
dence of cystic duct obstruction. Of six patients who 
underwent operation because of acute abdominal pain, 
with the above cholangiographic findings, five were 
proven to have acute cholecystitis and one, acute 
edematous pancreatitis. 

Complete failure of visualization of the gallbladder 
or bile ducts resulted from hepatic dysfunction or 
from extrahepatic biliary obstruction. Differentiation 
between these two was made on clinical grounds. A 
stone in the common duct was sometimes evidenced 
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agitis of minimal or moderate degree (2) chronic dis- © 


by radiographic demonstration of a dilated duct, soine- 
times by complete failure of visualization of the duct, 

The authors indicated that further trial of inira- 
venous cholangiography is warranted in the differential 
diagnosis of acute abdominal disease. (Ann. Surg., 
143:416, 1956.) 


Absence of Q Waves 


BuRCH DESCRIBES an electrocardiographic abnormality 
characterized by complete absence of a Q wave in 
standard lead I and in precordial leads V5 and V6 
(when recorded definitely to the left of the transitional 
zone). 

Post-mortem examination of the heart in patients 
with this abnormality reveals a high incidence of areas 
of fibrosis in the interventricular septum. 

The septal fibrosis is not always detectable grossly 
at autopsy, except when one or two slices are cut 
through the entire septum parallel to the endocardial 
surfaces. Such lesions are often overlooked during the 
conventionally performed autopsy. At times, numerous 
small areas of fibrosis are coalescent, producing a large 
area which is sometimes misinterpreted as resulting 
from a single infarction. 

Typically, these patients had no complete coronary 
occlusion. They often had a rather long history of 
angina pectoris, and many had left ventricular hyper- 
trophy. 

The septal Q wave (lead I, and points to the left of 
the transitional zone) results from early depolarization 
of the septum from the left. With destruction of septal 
muscle then, the wave is absent. The author urges 
strict adherence to the criterion of absolute absence of 
Q waves. (Am. Heart J., 51:487, 1956.) 


C-Reactive Protein in Heart Failure 


EtsTer, BRAUNWOLD AND Woop obtained serial serum 
C-reactive protein determinations in 40 patients with 
congestive heart failure. In 30 patients, unrelated by 
age, sex or race, but having severe heart failure, this 
abnormal protein was present. In the patients who had 
C-reactive protein in their serum, there were higher 
incidences of fever, elevated sedimentation rate and 
pulmonary abnormalities (edema, rales or x-ray evi- 
dence of infiltrates). 

In one-half of the patients in whom the protein was 
found, it disappeared after one or two weeks of ther- 
apy. C-reactive protein was not present on single 
determinations in ten patients whose heart failure was 
unchanging. 

Even with elimination of those patients (seven) in 
whom C-reactive protein might possibly be ascribed to 
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other causes (i.e., possible acute rheumatic activity, 
acute myocardial infarction or subacute bacterial endo- 
carditis), this study demonstrated that this abnormal 
protein frequently is present in the course of conges- 
tive heart failure. It follows that the application of this 
test as a measure of inflammatory activity (rheumatic) 
or of myocardial necrosis (infarction) is distinctly lim- 
ited in the presence of heart failure. (Am. Heart J., 
51:533, 1956.) 


lymphoma of the Lung and Pleura 


Van HAZEL AND JENSIK report seven cases of pulmonary 
and five of pleural lymphomas. The symptomatology 
was absent, minimal or pronounced. At least three 
patients had silent pulmonary shadows, one had oc- 
casional blood-tinged expectoration, and two had over- 
whelming symptoms of toxemia with anemia, fever, 
severe cough with varying degrees of productivity, and 
marked weight loss. Shortness of breath was the chief 
complaint of those in the pleural fluid group. 

The roentgenologic changes were also variable, al- 
though a circumscribed density was present in four 
patients. Two patients had massive pulmonary in- 
volvement, in one of whom bronchial occlusion, con- 
solidation and abscess formation were present. A dis- 
seminated nodular lesion was present in both lungs in 
one patient. Those with pleural fluid all exhibited 
typical fluid shadows. 

Pulmonary resection with complete removal of the 
lesion was accomplished in five patients with good 
survival results. 

The most common histologic type was the lympho- 
cytic lymphosarcoma. The pathologic features of the 
pleural fluid group were of interest in that cytologic 
examination of the fluid revealed mainly rather mature 
lymphocytes. 

The treatment in the pleural fluid group consisted 
of aspiration, x-ray therapy, and nitrogen mustard 
therapy. Four of the five patients with pleural fluid 
died in periods ranging from five months to five and 
one-half years. One patient with pleural fluid and pul- 
monary lesions is alive 13 years after the first known 
evidence of lymphosarcoma, having undergone surgical 


and roentgen therapy. (J. Thoracic Surg., 31:19, 1956.) 


Treatment of Thyroid Cancer 


CRE ADVOCATES administration of desiccated thyroid, 
in doses of 3 to 4 grains daily, to patients having cancer 
of the thyroid. The treatment has had no apparent ef- 
fect on highly malignant tumors but has seemed to sup- 
press growth or even to cause regression in tumors of 
low malignancy. 
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The author suggests that this therapy may be ef- 
fective by suppression of the thyroid-stimulating 
hormone of the pituitary, assuming that the hormone 
is important to survival of thyroid cancer cells as well 
as to function of normal thyroid cells (see accompanying 
diagram). (Cleveland Clin. Quart., 22:161, 1955.) 
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Goiter, Increased I'*' Uptake and Hypothyroidism 


THYROID ENLARGEMENT plus increased I! uptake 
usually means hyperthyroidism. However, Levy, Kelly 
and Jefferies describe seven patients in whom that com- 
bination of findings existed in the presence of hypo- 
thyroidism. The authors warned, ‘Early detection and 
adequate treatment of this disorder will not only pre- 
vent the effects of hypothyroidism, but also the de- 
velopment of large goiters which later might require 
surgical removal.” 

Six of the seven patients were children. All were 
recognized as having hypothyroidism by other clinical 
standards than I'* uptake or serum PBI level. Ad- 
ministration of desiccated thyroid led to disappearance 
of symptoms of hypothyroidism, return of I*' uptake 
and serum PBI value toward normal, and reduction 
in size of the goiter. 

The authors explained the pathogenesis of the dis- 
order as follows: 

1. There is a basic defect in thyroid synthesis, The 
gland either fails to produce thyroid hormone (with 
consequent low serum PBI) or produces iodinated 
compounds that are relatively inert (consequent high 
or normal serum PBI). 

2. Deficiency of normal thyroid hormone causes the 
pituitary to secrete large amounts of thyroid-stimu- 
lating hormone (TSH). 

3. Thyroid hyperplasia results from stimulation by 
TSH. 

4. Increased I* uptake is accounted for by thyroid 
hyperplasia. 

Administration of desiccated thyroid relieves hypo- 
thyroidism and suppresses TSH production. Thyroid 
hyperplasia then subsides, with consequent reduction 
of I" uptake. (Am. J. M. Sc., 231:61, 1956.) 


Antibiotics in Thrombophlebitis 


STOESSER AND WELS carried out investigations to deter- 
mine whether or not the fever, pain and swelling of an 
extremity afflicted with thrombophlebitis are caused 
by bacterial infection. In 17 such patients, who had 
not been treated with any antibiotic, a segment of the 
thrombosed vein was removed under strict aseptic pre- 
cautions. Both ends of the segment were tied. Trans- 
ferred to culture media, the vein with its contained 
clot was macerated under sterile conditions. In three 
of the patients varicose ulcers were present. Only one 
case yielded a positive result (M. pyogenes). This was 
regarded as a contaminant. It was concluded that the 
signs and symptoms of thrombophlebitis are not due 
to bacterial infection. 

In spite of the fact that none of these patients re- 
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ceived any antibiotic therapy, all responded prov iptly 
to treatment. Pain subsided as the temperature and 
pulse rate returned to normal, and swelling and ten- 
derness were reduced. 

The authors believed, in view of these findings, that 
the use of antibiotics is not warranted in the usual case 
of superficial or deep thrombophlebitis. (Surgery, 39; 
423, 1956.) 


Hemorrhagic Pancreatitis in Childhood 


ALTHOUGH acute hemorrhagic pancreatitis in childhood 
is rare, its 50 per cent mortality makes it an important 
disease. It may occur as a complication of mumps, 
scarlet fever, typhoid fever, diphtheria, influenza or 
otitis media. 

Some cases are “primary,” having no demonstrable 
etiology. These may be due to obstruction in the 
ampullary region with reflux of bile into the pancreatic 
duct, or to metaplasia of the lining of the pancreatic 
ducts with obstruction. 

Gibson and Gibson report the case of a 6-year-old 
boy with abdominal pain and persistent fever following 
treatment for acute otitis media. He was admitted to 
the hospital following several bouts of vomiting. Past 
history revealed a feeding problem in infancy. 

On physical examination there was fever and no evi- 
dence of ear or upper respiratory infection. The ab- 
domen was not distended but was generally tender, 
with rebound tenderness. There was tenderness 
throughout the pelvis on rectal examination. Urinalysis 
was normal, and the white blood cell count was over 
40,000. 

Abdominal exploration was performed. Cloudy fluid 
with specks of fibrin was present in the abdomen. The 
appendix was normal. Multiple hemorrhagic areas were 
found in the colon. The pancreas was found to be 
markedly swollen and covered with a plastic exudate. 
The peritoneal fluid contained amylase, while a serum 
amylase, drawn while the patient was on the operating 
table, was normal. Peritoneal fluid culture was negative. 
The patient was treated with gastric suction, parenteral 
fluids, then a high-calorie low-fat diet. Recovery was 
uneventful. 

This case, like most others reported in the literature, 
was operated on with a presumptive diagnosis of ap- 
pendicitis. The authors suggest that had the index of 
suspicion been high enough, a specimen of peritoneal 
fluid could have been obtained prior to operation for 
determination of amylase activity. In two adults, they 
have used paracentesis (obtaining 1 to 2 cc. fluid) to 
establish a positive diagnosis of acute pancreatitis in 
the absence of an elevated serum amylase. (J. Pediat., 
48 :486, 1956.) 
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Surgical Treatment of Colon Diverticulitis 


Durinc the past 30 years, there has been a large in- 
crease in the treatment of colonic diverticulitis by bowel 
resection. As Welch shows, this is partly due to an 
increase in prevalence of the disease in association with 
the increased numbers of older people in the popula- 
tion. In addition, however, physicians are readier to 
use surgical treatment because techniques are better 
(see accompanying diagram). 

Welch cites the following indications for surgical 
treatment of diverticulitis: 

1. Appearance of the disease in a patient less than 

50 years of age. 

2. Recurrent attacks of diverticulitis in spite of good 

medical treatment. 

3. Complications: 

a. Perforation 
b. Obstruction 
c. Bleeding 

4. Severe deformity of sigmoid (x-ray examination). 

5. Urinary tract symptoms (premonition of forma- 

tion of sigmoidovesical fistula). 

6. Doubt as to whether cancer may be present. 

The results of surgical resection have been good. 
Operative mortality has been about 3 per cent in 
Welch’s experience. Recurrence of complaints is rare 
after adequate resection. (California Med., 83:405, 
1955.) 


Growth Impairment After Denervation 


HASLAM HAS ATTEMPTED to determine the degree of 
impairment of bone growth in young goats following 
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partial peripheral nerve impairment. In a series of 11 
young male goats, various types of nerve sections were 
performed, including cordotomy, femoral nerve sec- 
tion, division of the sciatic nerve 1 cm. below the 
sciatic notch, and anterior root section at the levels of 
the fourth and fifth lumbar and the first and second 
sacral vertebrae. 

After a period of about one week, the goats were 
able to feed themselves. Most of the animals had a 
slight limp that was more evident when they ran. When 
the animals attained maturity they were killed. The 
individual muscles of both lower extremities were ex- 
amined and weighed. The length of each bone in the 
extremity was measured. 

The greatest difference in limb length was 1.2 cm. 
The average loss of length was 0.5 cm. In approxi- 
mately one-half of the animals, there was significant 
loss of muscle weight. The authors concluded that 
growth of bones in length was not influenced by loss 
of motor innervation of a degree not producing com- 
plete paralysis or severe disability. (Am. J. Surg., 
22:97, 1956.) 


Treatment of Scleroderma 


IN AN EXPERIENCE with six patients having scleroderma, 
Rodnan and coworkers found that prednisone brought 
considerable improvement. The drug was given by 
mouth in doses of 25 mg. to 30 mg. daily for periods 
up to 18 weeks. There were no serious adverse side 
effects. Sodium and water retention or potassium loss 
was not exhibited. 

Greatest benefit was noted in patients’ cutaneous 
and articular symptoms. Changes were noticed in the 
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skin usually within a week of starting prednisone. It 
became softer, looser and warmer, and showed a lessen- 
ing of hyperpigmentation and of vasomotor changes. 
The fingers became more movable, and joint symptoms 
abated. Gastrointestinal dysfunction due to esophageal 
or intestinal lesions was not remarkably influenced. In 
one patient having cardiopulmonary manifestations, 
exertional dyspnea was relieved, and there was an in- 
crease in vital capacity. 

Improvements were maintained during the whole 
period of prednisone therapy. The authors left un- 
answered the more important questions of the long- 
term effects of the drug and duration of improvement 
after discontinuance of the steroid. (Ann. Int. Med., 
44:16, 1956.) 


Bacterial Flora During Chemoprophylaxis 


‘THE WELL-ESTABLISHED relationship between acute rheu- 
matic fever and antecedent infection due to group A 
hemolytic streptococci has resulted in the widely ac- 
cepted use of chemoprophylaxis in which sulfadiazine 
and penicillin are the most popular agents. Since there 
was a possibility that striking alterations in the bacterial 
flora in various regions of the body may follow the use 
of sulfadiazine or penicillin continuously over long 
periods, Miller and Massell studied the throat flora of 
such a group of subjects. 

The studies indicated that the predominant bac- 
terial flora of the throat in treated subjects remained 
essentially the same as that in subjects not receiving 
prophylaxis. The two most prevalent organisms de- 
tected in the throats of all groups of subjects were 
Streptococcus viridans and Staphylococcus albus. The 
occurrence of nonhemolytic Staphylococcus aureus was 
essentially equal in the sulfadiazine and control groups 
but somewhat greater in subjects receiving daily peni- 
cillin. The penicillin and sulfadiazine groups showed a 
similar prevalence of hemolytic Staphylococcus aureus 
(10 and 12 per cent), whereas the control group dem- 
onstrated only a rare culture positive for this bacterium 
(2.9 per cent). Diplococcus pneumoniae was suppressed 
to the greatest extent by the prophylactic dose of 
penicillin. 

Over the one-year period of sampling without regard 
for presence or absence of clinical infection, not a single 
culture of a group A beta hemolytic streptococcus was 
isolated from groups receiving chemoprophylaxis. On 
the other hand, two such positive cultures were noted 
in the control group and were promptly eradicated by 
oral penicillin. 

There was a 10 per cent frequency of cultures show- 
ing gram-negative bacteria in the penicillin group, as 
compared to a single such culture in the sulfadiazine 
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group and only two such cultures in the control ¢: oup. 
These coliform bacilli became the predominani flora 
only rarely. Clinical evidence of fungal complicativns of 
the mouth were not noted. These data indicate th.:t the 
chemoprophylaxis of rheumatic fever, using sulfadiazine 
or penicillin, is entirely safe as far as secondary bac- 
terial complications are concerned. (New England J. 
Med., 254:149, 1956.) 


Portal Phlebography 


BONTE AND HIS ASSOCIATES present their experience with 
portal phlebography in 18 cases. Phlebograms were per- 
formed by the intrasplenic injection of contrast mate- 
rial. They experienced failures in ten out of the 18 pa- 
tients. In them, the configuration of the contrast ma- 
terial suggested that the medium was deposited under 
the capsule of the spleen. In one patient, there was 
rupture of the spleen as a complication of the splenic 
puncture. This was due to an error in technique, as the 
needle was fixed by the inferior margin of the rib and 
could not move freely during respiration. 

A mechanical disturbance of the portal circulation 
might be investigated by splenography. Occlusion by 
thrombosis and extrinsic pressure can also be demon- 
strated. Splenography also affords the best method for 
indirect demonstration of esophageal varices. Since the 
authors were working mostly with patients drawn pre- 
dominantly from the lymphoma-leukemia group, they 
had little opportunity to detect abnormalities in the 
portal venous system. (Radiology, 66:17, 1956.) 


Esophageal Hiatus Hernia 


BEARDSLEY RECORDS his experience with operations in 
93 patients with esophageal hiatus hernia. Satisfactory 
repair can be accomplished from either above or below 
the diaphragm. However, it is the author’s opinion that 
the latter route is more desirable because the technique 
is simpler and is better tolerated by the poor-risk 
patient. 

Another important consideration that favors the ab- 
dominal approach is the association of other abdominal 
conditions that may contribute to the patient’s symp- 
tomatology. Thus, in the 51 operations by the abdom- 
inal approach, 28 additional procedures were carried 
out that would have been impossible if the patients had 
been operated on by the transthoracic approach. The 
28 associated operations included cholecystectomy in 
15; subtotal gastrectomy in 7; repair of epigastric 
hernia in 2; repair of incisional hernia in 1; repair of 
duodenal diverticulum in 1; resection of leiomyoma of 
stomach in 1; and resection of pancreatic mucosal cyst 


in 1. (New England J. Med., 254:409, 1956.) 
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Tooth Extraction During Dicumarol Therapy 


WHEN IT Is BELIEVED that discontinuance of Dicumarol 
for even a few days may lead to grave risk of thrombo- 
embolism, Askey and Cherry recommend that extrac- 
tion of teeth be performed while the patient is under 
anticoagulant therapy. As they see it, the risk of 
thromboembolism certainly outweighs the risk of hem- 
orrhage. Moreover, in an experience with six patients, 
they encountered no trouble with unusual bleeding 
after tooth extraction, although prothrombin times 
were mainly in the range thought to represent effective 
anticoagulation. The authors noted that if excessive 
bleeding were to occur, it could easily be controlled by 
local pressure. (California Med., 84:16, 1956.) 


Prognosis After Myocardial Infarction 


WElIss ANALYZED the course of events in 211 patients 
who recovered from their presumed first myocardial 
infarction and who lived more than two months. 
The follow-up extended for ten years in all patients 
surviving that long. The incidence of ten-year survivals 
and the rate at which patients died are indicated in 
Figure 1. It is apparent that most of the patients who 
died did so in the first five years. Factors that favored 
survival included youth and good functional recovery 
from the initial attack. Causes of death are shown in 


Figure 2. (Am. J. M. Sc., 231:9, 1956.) 


KPAB Treatment of Pemphigus 


PARA-AMINOBENZOIC ACID and its salts have been found 
to influence favorably the course of a variety of dis- 
orders. The fact that potassium para-aminobenzoate 
(KPAB) had improved patients having dermatitis her- 
petiformis, caused Zarafonetis, Curtis and Shaw to 
give the drug a trial in 18 cases of pemphigus. The in- 
vestigation had started before the advent of ACTH 
and cortisone (agents that have since been shown to 
be helpful to some pemphigus patients). 

Generally, the results of KPAB treatment were good 
in the several varieties of pemphigus. In some instances, 
in which cortisone had previously been used unsuc- 
cessfully, addition of KPAB to the regimen gave a 
successful result. A similar synergistic effect has been 
noted in some other disorders in which cortisone is 
popularly used. 

The authors learned that KPAB treatment, to be 
effective, must be given for long periods (up to two 
years) and in large doses (18 to 24 Gm. a day). There 
were no serious untoward effects. Some patients devel- 
oped anorexia or nausea. This made it necessary to 
discontinue the drug for a day or two, but treatment 
could be resumed when the patient was again eating 
well. It was noted that when KPAB was continued in 
patients who had lost their appetite, there was a ten- 
dency to hypoglycemia. The mechanism of hypogly- 
cemia was not discovered, but it seemed that KPAB 
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somehow interferes with glyconeogenesis. The mutual 
antagonism of KPAB and sulfonamides was recalled. 
When given concomitantly, each type of drug prevents 
the effect desired of the other. (Am. J. M. Sc., 231:30, 
1956.) 


Home Treatment of Streptococcal Disease 


MOHLER AND HIS ASSOCIATES made a comparison of the 
efficacy of the oral administration of penicillin and the 
intramuscular injection of benzathine penicillin in the 
treatment of streptococcal pharyngitis. One hundred 
twenty-seven patients were treated with 200,000 units 
of buffered potassium penicillin G by mouth three times 
daily for seven days (total of 4,200,000 units). One hun- 
dred ninety-six patients were treated with benzathine 
penicillin by injection. Children 15 years of age or 
younger received 600,000 units whereas all patients 
over 15 received 900,000 units. 

Follow-up cultures for beta hemolytic streptococci 
were positive in 17.3 per cent of the group who re- 
ceived penicillin by mouth. However, among the 90 
patients who stated that they took the complete pre- 
scribed course of penicillin, there were 11.1 per cent 
positive follow-up cultures. This is in contrast to the 
37 patients who admitted to taking less than the pre- 
scribed amount, in whom there were 32.4 per cent 
with follow-up positive cultures. 

Among the patients who received a single injection 
of benzathine penicillin, 5.6 per cent had bacteriologic 
recurrences during a three-week follow-up period. It 
would thus appear that for keeping the throat free of 
beta hemolytic streptococci, a single injection of benza- 
thine penicillin is more effective than a seven-day course 
of penicillin by mouth. 

Furthermore, benzathine penicillin has the advan- 
tage of being less expensive than other standard forms 
of therapy for streptococcal pharyngitis now in use, 
and it also eliminates the problem of patient reliability 
in taking oral medication. 

There were no observed systemic reactions in any of 
the patients treated with penicillin by mouth. The in- 
cidence of systemic penicillin reactions following the 
injection of benzathine penicillin is 0.8 per cent. There 
were no suppurative complications observed in either 
group of patients, and no definite cases of acute rheu- 
matic fever were seen. (New England J. Med., 254:45, 
1956.) 


Visceral Larva Migrans 


VISCERAL LARVA MIGRANS is caused by ingestion of em- 
bryonated ova of dog or cat roundworms. Recently, 
Heiner and Kevy detected the syndrome in three of the 
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four children in a single family. The clinical m:1i- 
festations varied from a severe, nearly fatal illness in 
one to an asymptomatic state recognized only by me:ins 
of a screening blood count (eosinophilia) in another, 
The third sibling was mildly ill with transitory symp- 
toms. 
Diagnosis of this disorder, as described by the au- 
thors, depends upon features outlined as follows: 
I. Background 
A. Age: childhood (1 to 4 years) 
B. History or implication of pica (with dirt eating) 
C. Family pet: dog or cat 
II. Most common findings 
A. General 
1. Leukocytosis with eosinophilia (15 to 80 per cent) 
2. Hyperglobulinemia (gamma globulin) 
B. Visceral involvement 
1. Hepatomegaly 
2. Splenomegaly 
3. Skin rashes 
4. Pulmonary infiltrations, wheezing 
III. Less common, serious visceral involvement 
A. Brain: convulsions 
B. Eyes: “pseudotumor,” choroiditis 
IV. Accessory aids in diagnosis 
A. Discovery of roundworm ova in soil of yard 
B. Discovery of ova in stool of family pet 
(New England J. Med., 254:629, 1956.) 


Estrogen Treatment of Angina Pectoris 


IN A SHORT-TERM, placebo-controlled study of the effect 
of estrogenic substance on the clinical ‘course of pa- 
tients with angina pectoris, Oliver and Friedman found 
no definite beneficial or detrimental effect of the hor- 
mone. They expressed the thought that side effects 
of such therapy will probably make it impractical, at 
least in men. (Am. J. M. Sc., 231:205, 1956.) 


Pyridoxine and Dramamine for Radiation Sickness 


SILVERMAN AND HER ASSOCIATES report their results of 
a statistically controlled clinical study of the effective- 
ness of Dramamine and pyridoxine on the course of 
radiation sickness. A group of 185 patients receiving 
deep x-ray therapy were studied over a period of one 
year. Although radiotherapy programs for different pa- 
tients varied as to port size and daily integral dose, 
the different plans were equally represented in each of 
the groups. No significant differences were found in 
the frequency or duration of symptoms attributable to 
radiation sickness in the groups of patients receiving 
pyridoxine, Dramamine or placebo. (Radiology, 66: 
403, 1956.) 
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- Anticoagulants in Myocardial Infarction 
Q. What is the present status of anticoaguiant therapy 


in coronary thrombosis ? 


A. Views on anticoagulant therapy in myocardial in- 
farction are still in a state of flux with regard to (1) 
indications in cases of acute myocardial infarction, 
(2) selection of anticoagulants, and (3) value of and 
indications for long-term therapy following the acute 
episode. 

Indications. Almost all physicians currently prescribe 
anticoagulant therapy in acute myocardial infarction. 
However, some authorities contend that all patients 
should receive such treatment, while other physicians 
(indeed, the majority of cardiologists) prescribed anti- 
coagulants only in selected cases. Their selection is 
based mainly on the criteria of Russek for description 
of “poor-risk” patients. (See GP, November, 1952, 
page 29.) 

Selection. Dicumarol or a similar drug is most popu- 
lar. Most physicians use only this type of anticoagulant. 
Others begin treatment with heparin and Dicumarol, 
withdrawing heparin after Dicumarol has brought the 
prothrombin time to the desired level. A few physicians 
express doubt that Dicumarol and related compounds 
have an anticoagulant effect in vivo within safe thera- 
peutic range. They use heparin exclusively. 

Long-term Therapy. There have been some prelimi- 
naty reports that suggest that anticoagulant therapy, 
once begun for acute myocardial infarction, should be 
continued for the rest of the patient’s life. However, 
this suggestion needs further investigation. Neverthe- 
less, some physicians have arbitrarily adopted a prac- 
tice of long-term therapy. Some of these men apply 
this method to all patients. Others apply it selectively, 
for example, beginning when a patient has a second 
episoc!e of myocardial infarction. 
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Readers are encouraged to send inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


Orphan Viruses 
Q. What are ECHO viruses ? Orphan viruses ? 


A. Within recent years new techniques for the isola- 
tion of viruses, principally culture, have enabled the 
in vitro recovery and propagation of many viruses 
from biologic materials. Whether or not these agents 
are associated with or cause certain clinical syndromes 
is not always evident. Because of this the new group 
of viruses have been referred to as Orphan Viruses-— 
viruses without a disease. 

The viruses are classified on the basis of antigenic 
similarity, their source and their ability to produce 
cytopathic effects on certain tissue cultures. The term 
ECHO viruses is a contraction made from the first 
letter of each of the following words which describe a 
group of orphan viruses—Enteric Cytopathogenic Hu- 
man Orphan (ECHO) Viruses. Among this group 
there are at least 13 antigenically distinct viruses at 
present and many strains have not yet been tested. 


Uses of Polio Vaccine 


Q. How long should one wait following an acute upper 
respiratory infection or acute infectious disease before 
giving Salk vaccine? Should Salk vaccine be given 
to children who have had polio? 


A. In answer to the first question, one should wait 
until the person with an acute infectious disease has 
recovered to the point where he can resume normal 
activity before giving Salk vaccine. 

In answer to the second question, the Salk vaccine 
should be given to children who have had polio. There 
are three types of polio and an infection of one type 
will not confer immunity against the other two. The 
vaccine is aimed at giving immunity to all three types. 
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Use of Cod Liver Oil 


Q. A 30-year-old white man, having had rheumatoid 
arthritis for ten years, had become seriously crippled 
by the disease. He had failed to improve while receiv- 
ing adrenal cortwal steroid therapy and other 
standard measures. Then he stopped seeing the physi- 
cian, bought a book, and followed the instruction in 
that book to take a teaspoonful of cod liver oil once a 
day. He continued to take cortisone and aspirin as 
well. When he was next seen by the physician, two 
months later, he was immensely improved. 

Is there truly some value in cod liver oil for rheu- 
matoid arthritis? (As far as I can determine, there 
could be no other apparent cause for this patient's 
improvement. He did recently buy a small farm, but 
I doubt that sunshine and exercise on the farm made 
any difference since his improvement occurred during 
the winter months.) 


A. Rheumatoid arthritis is a bizarre and unpredict- 
able disease. The natural course of the disease is one 
of partial remissions and exacerbations. This fact ac- 
counts for the several thousand treatments given 
credit for helping the disease. Whatever particular 
routine being carried out at the time of remission usu- 
ally gets credit for the improvement. Certainly 25 
years ago, thousands of rheumatic patients were treat- 
ed with cod liver oil without any startling effect on the 
disease. So far as is known, cod liver oil has no direct 
influence on the disease. 


Treatment of Warts 


Q. Is there any literature about the treatment of warts 
(verruca vulgaris) with adhesive tape? 


A. Sutton’s Diseases of the Skin, C. V. Mosby Com- 
pany, 11th edition, 1956, page 239, states: ‘‘Occlu- 
sion, obtained by tightly binding elastoplast over the 
warts and redressing once a week, may cure (McAus- 
land: British Medical Journal, 1: 1123, 1935). Occlu- 
sion by adhesive tape, after a preliminary application 
of trichloroacetic acid or phenol, was recommended by 
Frank (Archives of Dermatitis and Syphilology, 65: 617, 
1952). Outstanding success in treating periungual 
warts, which may be considered difficult indeed, was 
claimed by Halpern and Lane (Journal of the Missouri 
Medical Association, 50: 765, 1953) by applying 80 per 
cent aqueous monochloracetic acid, then covering the 
lesions with 40 percent salicylic acid plaster trimmed 
just a trifle larger than the wart, pressed on, and left in 
place for from three to four days. A similar method, 
using trichloroacetic acid was recommended by 
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Prazak and Lazar (Archives of Dermatitis and Syph:/ol- 
ogy, 69: 230, 1954).” 


Fluoridation of Water 


Q. The community in which I reside has considered and 
adopted a plan to fluoridate the water supply. The 
question has arisen, and I have been asked, whether or 
not fluoridation of the water supply would cause any 
disease. I have not been able to find any references to 
this in recent journals and feel that I cannot answer the 
question adequately. The objective of fluoridating the 
water is, of course, to decrease the incidence of dental 
caries, and from what I could find in the literature, the 
process should be beneficial from this point of view. The 
only serious objection to it was presented in some anony- 
mous letters sent to the local paper suggesting that fluo- . 
ridation may lead to heart disease. 

I was not aware of any such thing and wondered if 
there is any factual basis for the claim. The area we 
live in consists of limestone and shale type of soil, lime- 
stone being predominant. The water is quite hard and 
contains predominantly calcium salts. I do not know 
whether these elements combining with fluorine may 
cause any toxic by-products. Any information you can 


provide would be greatly appreciated. 


A. The assurance of the safety and effectiveness of 
water fluoridation for the control of dental caries is 
based on many years of research. There is no scientific 
evidence in this country to suggest that the use of 
fluoride waters, even at much higher concentrations 
than is used for water fluoridation, will cause any dele- 
terious effect other than dental fluorosis which results 
when waters of 2 ppm F. or more are used during the 
developmental period of the teeth. It is on the basis of 
this scientific evidence that the American Dental 
Association, American Medical Association, American 
Public Health Association, National Research Council, 
U.S. Public Health Service and virtually all profes- 
sional and scientific health organizations have endorsed 
this procedure for dental caries control. 

The effects of fluorides have been studied in areas 
where the water supply has a high calcium content. 
This does not change either the effectiveness or the 
safety of the procedure. 

Several comprehensive reviews of the literature on 
fluorides and their relationship to health are as follows: 
Water Fluoridation—Report of the Committee of the 
St. Louis Medical Society, Missouri Med., February, 
1954; Chronic Illness News Letter, April, 1954; and 
‘Fluoridation as a Public Health Measure” by James 
H. Shaw, American Association for the Advancement 
of Science. 
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Casual Use of Tranquillizers 


(Statement sent by the American Psychiatric Association to 
all its members, July 3.) Ir 1s Estm™mateD 35 million 
prescriptions for tranquillizing drugs will be written 
in 1956. These drugs are ‘“‘widely viewed as medicines 
for the relief of everyday tensions,” which accounts in 
part for the high estimate. But “‘casual use of the drugs 
in this manner is medically unsound and constitutes a 
public danger. The tranquillizing drugs have not been 
in use long enough to determine the full range, dura- 
tion and medical significance of their side effects. . . . 
The full cooperation of the profession in accumulat- 
ing a body of tested scientific data about the drugs is 
of prime importance.” 


Seborrhea Due to Light 


(American Medical Association, Chicago, June 14.) 
EIGHTY-SEVEN CASES of seborrhea in young women fol- 
lowed exposure to sun and snowglare, while five cases 
among men appeared to be caused by exposure to 
ultraviolet light. The eruption occurs exclusively on 
the face. A combination of antimalarial drugs, topical 
applications and temporary avoidance of the offending 
light succeeded in curing 86 of the 92 cases.—Dnrs. 
Geratp M. Frumess and Henry M. Lewis, Denver. 


Nuclear Medicine 


(Ibid, June 12.) Us OF NUCLEAR RADIATION in medicine 
and medical research will soon “far surpass” any 
group of new drugs discovered in the last half century. 
But physicians are as yet unprepared for this day of 
atomic medicine, largely because the information they 
ought to know has not been made available to them. 
This poses “the frightening thought that when the 
bulk of atomic research is finally ‘dumped’ into our 
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laps and literature, we physicians will have to assimi- 
late the mass of it, rather than the slow piecemeal of it 
as we would prefer.”—Dr. I. Pumuprs FronMman, 
Washington, D.C. 


Muscle Relaxer 


(Ibid, June 13.) Excuty-stx of 100 patients with rheu- 
matic diseases, especially those types characterized by 
fibrositis, were benefited by meprobamate, due to its 
powerful muscle-relaxing action. Most patients ob- 
tained relief from stiffness and pain within half an 
hour after taking the drug. It appeared most effective 
in treating rheumatoid spondylitis—Dr. Ricuarp T. 
Situ and associates, Benjamin Franklin Clinic, Phila- 
delphia. 


Just Your Nerves 


(Ibid, June 12.) Sometmes the diagnosis of emotional 
disorder is arrived at by exclusion only, because phys- 
ical and laboratory procedures fail to produce objective 
evidence of physical illness. But uncritical acceptance 
of such a conclusion can be erroneous and may deny 
the patient the benefit of medical treatment, for sharper 
and more energetic diagnostic procedures sometimes 
can turn up a physical cause of the disorder.—Dr. 
Rosert L. Faucerr, Mayo Clinic. 


Warts 


(Ibid, June 14.) Warts, one of the most common of 
diseases, are known to be caused by virus, but whether 
they are communicable has yet to be proved. There are 
probably many strains of wart virus, some of which may 
be more communicable than others. Another mystery of 
warts is why they appear more frequently in girls than 
boys.—Dnr. Roy L. Km, Cincinnati. 
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Psychosomatic Disorders 


(Ibid, June 12.) THe Most mmporTANT of all factors in 
causing disease may be man’s attempt to adapt to 
social situations and surroundings. From a five-year 
study of three large groups of supposedly healthy 
people, it appears all diseases are psychosomatic to 
some degree. Contrary to popular belief, there seems 
no reason for believing that some diseases are psycho- 
somatic while others are not.—Drs. Lawrence E. 
Hink1z, Jr. and Haroip G. Wotrr, New York Hospital- 
Cornell Medical Center, New York. 


Repeated Strokes 


(First Annual Clinical Meeting, Seton Hall College of 
Meduwine and Dentistry, Jersey City, N.J., May 26.) THe 
THEORY of “three strokes and you’re out” is an “old 
wives’ tale.”” Case history studies show patients have 
survived numerous strokes, and use of anticoagulants 
has extended lives of many victims of cerebral-vascular 
diseases as much as ten years.—Dnr. Irvine S. WRIGHT, 
Cornell Medical College, New York. 


Leg Ulcers 


(American College of Angiology, Chicago, June 9.) 
**ELastic adhesive ambulatory compression” is an ef- 


fective treatment for leg ulcers. An elastic bandage is 
applied to control edema, and then the patient is ad- 
vised to “walk away your leg ulcers.”” No medication is 
employed, and healing occurs in an average of 12 
weeks. Later surgery of varicose veins is recommended. 
—Dnr. Sranuey Rivin, London, England. 


Cancer Virus 


(Third National Cancer Conference, Detroit, June 5.) 
FROM ACCUMULATING and logical evidence, it appears 
profitable to make the research attack against cancer 
on the theory that most or all cancers may be due to 
viruses. Viruses are known to cause many animal 
cancers, although none has been proved in human 
cancers. Cancer viruses might lie dormant for years, 
then be activated by hormonal changes, aging, diet, 
injury, radiation or other causes.—Dr. WeENDELL M. 
Sranuey, University of California. 


Cancer Survival 


(Ibid, June 6.) NATIONAL suRVEYsS show one-third of all 
cancer patients now surviving for at least five years. In 
1946, it was estimated only one in four survived that 
long. Both figures include skin cancer; if skin cancer is 


eliminated, the survival rate now is 24 per cent. Women 
have benefited more than men from this progress, as 
shown in the thorough figures of the Connecticut 
Cancer Registry. Main improvements have come in 
treating cancers affecting the large intestine, rectum, 
cervix, uterus, prostate and other glands. Little prog- 
ress has been made against cancers of the stomach, 
lung, esophagus, ovary and soft tissues. It should be 
possible to increase survival rates another 20 to 30 per 
cent even without development of radically new 
methods of treatment.—E. Cuvier Hammonp, Sc.p., 
Director of Statistical Research, American Cancer Society, 
New York. 


Smokers’ Lungs 


(Ibid, June 5.) Tiny CANCERS in situ were found six 
times more frequently in the tracheobronchial tree of 
cigarette smokers than of nonsmokers. Smokers also 
demonstrate a higher rate of cellular changes which 
might be precancerous. The findings come from pains- 
taking microscopic examinations of sections of the 
tracheobronchial tree at autopsy of 117 men. Only 16 
had never smoked, or had smoked only irregularly. 
Thirty-four had died of lung cancer, and all were 
smokers; the remainder died of other causes.—Dr. 
Oscar AveErBacH, Veterans Administration Hospital, 
East Orange, N.J.; Dk.ARTHUR PurDy Stout, College of 
Physicians and Surgeons, New York; and E. Cuyirr 
Hammonp, American Cancer Society, and associates, New 
York. 


Cancer Vaccines 


(Ibid, June 6.) IN NEW EXPERIMENTAL WORK, some 30 
far-advanced cancer patients have been administered 
vaccines against their own tumors. Each vaccine was 
prepared from the person’s own tumor. It is too early 
to assess any degrees of benefit, but there are signs the 
vaccines might have been helpful through formation of 
antibodies, or by increasing the natural cellular de- 
fenses.—Dr. Joun B. GRAHAM and Mrs. Ruts GranaM, 
cytologist, Vincent Memorial Hospital, Boston. 


Myth 


(New York Women’s League for Animals, July 2.) It 
1s ‘a complete fallacy” that canine rabies is a summer 
disease reaching its peak in July and August. Actually 
there is no marked seasonal variation in the disease in 
dogs and other canine animals. Known rabies cases 
during July, August and September account for about 
25 per cent of the year’s total—Dr. Jonn D. Beck, 
Ellin Prince Speyer Hosjital for Animals. 
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Special Features 


GOLDEN ERA OF PROGRESS AHEAD 


BY DWIGHT H. MURRAY, M.D. 


Napa, California 


Academy Member Dr. Dwight H. Murray, Napa, Calif, 
was installed as president of the American Medical Asso- 
ciation at the AMA annual meeting in Chicago on June 
15, 1956. He ts the first active general practitioner to serve 
as president of the AMA since 1867. Dr. Murray's in- 
augural address, which follows, contains a meaningful 
tribute to the family doctor and thoughtful advice to all 
physicians who would participate in the potential “golden 
era of progress.’ —PUBLISHER 


Dr. Gunpersen, fellow physicians and guests, and 
friends of the television audience: 

In humbly accepting this high professional position 
as president of the American Medical Association, I 
look upon this office as a personal honor to me. Even 
more so, I look upon it as a tribute to the nation’s 
family doctors. 

For more than 35 years I have been a general practi- 
tioner in a small California city. I have served thou- 
sands of families in the Napa Valley during this time. 
When they could not come to me, I have gone to them, 
day or night. Like thousands of my colleagues in gen- 
eral practice, I have gotten to know many of them 
intimately. I deem it a privilege to have had the oppor- 
tunity of serving their medical needs, and I am con- 
vinced that I would be welcomed into their homes as a 
friend. 

The role of the general practitioner is to be envied 
rather than revered. Today, many constructive efforts 
are being made to stimulate an increased interest in 
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general medicine among medical students and young 
physicians. A growing number of medical schools are 
revising their curricula so that they can give their 
students better-rounded, better-coordinated prepara- 
tion for the practice of medicine. Most of these new 
programs, in one way or another, are designed to give 
well-integrated, practical training in the care of the 
individual and the family—regardless of whether or 
not the young physician intends to specialize later on. 
More and more hospitals are establishing residency 
training programs in the 
field of general practice. 
And the House of Dele- 
gates of the American Med- 
ical Association, by official 
action taken last December 
in Boston, has urged all 
medical schools to form de- 
partments of general prac- 
tice, and also has urged all 
community or general hos- 
pitals to give proper staff 
recognition to competent 
general practitioners in 
keeping with their merits 
and demonstrated ability. 
Meanwhile, through the 
American Medical Associa- 
tion and state medical so- 
ciety placement programs, 
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through scholarship and loan programs for medical 
students, and, through cooperation with local com- 
munities, hundreds of doctors have been placed in 
small towns and rural areas which need them and can 
support them. Most of that doctor-placement activity 
has involved general practitioners. At the same time, 
however, there also has been an equally necessary and 
desirable development with respect to specialists. A 
recent survey indicates that over the past ten years, 
there has been a substantial increase in the proportion 
of specialists entering practice in the smaller com- 
munities. 

During the same period of time, another vital devel- 
opment has been taking place. Through sound, well- 
directed government efforts and through intensified 
private initiative, and in many cases a combination of 
the two, great progress has been made in establishing 
hospitals, clinics, up-to-date physicians’ offices and 
other medical facilities in smaller cities and towns. This 
is a continuing process which undoubtedly will be 
accelerated in the years ahead. 

The medical profession also is devoting more and 
more attention and effort to the field of postgraduate 
medical education. The purpose of this work is to ex- 
pand, improve, modernize and coordinate the various 
means of keeping physicians abreast of scientific ad- 
vances. The ultimate objective is to give all physicians, 
everywhere in the nation, ample opportunities to gain 
a rounded, correlated view of the newest medical 


developments. 


Are No ‘Colden Boys’ 


All of these activities of the American Medical Asso- 
ciation are part of a general trend which, in my opin- 
ion, represents a healthy decentralization, a wider 
diversification, a better distribution and a closer coordi- 
nation of medical personnel, knowledge and services. 
Among the many factors underlying this trend are two 
basic concepts—two important ideas—which I should 
like to emphasize tonight. They involve both physi- 
cians and patients, and I hope that both the medical 
profession and the public will give them some hard 
thought in the times ahead. 

The first of these is the concept that modern medical 
care must be looked upon as a matter of teamwork. 

There is a growing conviction in medical circles that 
' both physicians and patients need a clearer picture, a 
better appreciation, of the part played by every mem- 
ber of the medical team. In this view, no particular 
type of physician, whether he be a general practitioner, 
a surgeon or a medical specialist, should be considered 
the “golden boy,” the all-American, entitled to the 
lion’s share of prestige and reward. 
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Modern medical care is a complex service requiring 
the coordinated efforts of family doctors, all kinds of 
specialists, chemists, pharmacists, researchers, labora- 
tory and x-ray technicians, nurses, dietitians, and 
many other groups of auxiliary personnel. All must 
rightly be considered a part of the medical care team, 

In short, every member of this team, assuming of 
course that he is qualified, competent and ethical, 
should be considered a person “worthy of his hire” — 
not simply in the financial sense, but also in terms of 
professional recognition and public appreciation. 


Individuality Wanes 


The second major influence in the background is a 
sincere desire to restore the close personal relationship 
which once existed between doctors and patients. This 
desire, I am convinced, is shared by both the medical 
profession and the public. The rapid, bewildering 
scientific advances of recent decades have brought re- 
markable medical progress. Yet, in the opinion of 
many, they also have tended to make medical care 
somewhat cold, brisk and impersonal. 

Both doctors and patients, as a result, have sensed a 
loss of individuality. They miss that feeling of warmth 
and understanding which is a vital ingredient in the 
art of medicine. Our mutual task, both physicians and 
the public, is to regain our individuality. To do so, we 
must humanize and personalize the practice of modern 
medicine. 

Such action is imperative, in my opinion, because 
the public wants it, we doctors want it, and medical 
care is not complete without it. 

In the second place, the very teamwork and coordi- 
nation that I already mentioned require careful atten- 
tion to these personal factors. No matter how complex 
or specialized medicine may become in the decades 
ahead, no matter what may be the predominant pat- 
tern of medical practice, individual physicians, medical 
groups, health centers or hospital outpatient clinics, 
there always will have to be the equivalent of the family 
doctor. 


Chronic Ailments Mount 


Possibly at some future date he will be called a health 
coordinator. Regardless of terminology, there always 
will have to be that first doctor for the patient to con- 
sult about his health problems. There must be a com- 
petent, well-rounded physician to see and know the 
patient as an individual, to get the complete picture of 
his physical and mental health, to guide him toward 
the necessary tests and specialists, to coordinate his 
entire treatment and to follow up after his recovery. 
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Finally, the results of medical progress during the 
past half century actually dictate that we re-emphasize 
the personal element in medical care. At the turn of 
the century, only half of our people lived beyond the 
age of 30. Today, more than half live beyond the age 
of 66. Consequently, one of the major tasks now taking 
shape is to conquer or control the chronic ailments 
and the other diseases which are most prevalent during 
adult life. 

But in the vast majority of such cases, on the basis 
of present medical knowledge, there may be no quick, 
simple cure—such as an antibiotic, a surgical opera- 
tion or a session under the x-ray machine. In many 
cases there may have to be careful, prolonged medica- 
tion or other treatment, close control of the patient’s 
entire physical condition, strict regulation of diet and 
living habits, and continuing attention to mental and 
emotional outlook. The increased interest in the health 
of older people, therefore, gives still another com- 
pelling reason to think about the human side of medi- 
cine. 


Need to Combine Methods 


So, with both the present and the future in mind, I 
would like to offer a few suggestions which I think 
would be of value to the medical profession and to 
the public we serve. 

What we need most in medicine today is to find some 
way of combining modern scientific methods with the 
personal, friendly touch of the old-time family doctor. 
He carried only a few medicines in his battered black 
bag, but in his heart he brought sympathy and personal 
concern. 

Today, physicians have a tremendous store of knowl- 
edge, skills, facilities and drugs. But we have learned 


that skill and the prescription pad are no substitutes 
for kindness and understanding. 

We also have learned that fear and anxiety are im- 
portant factors in all types of illness. People fear the 
unknown, the unexpected, the unplanned sickness. 
And these emotional stresses which accompany physi- 
cal illness should concern the doctor equally as much 
as the disease itself. He must treat the whole person 
rather than a specific disease or set of symptoms. 


Reject ‘Miracle Man’ Concept 


We physicians, therefore, should try to arrange our 
working schedules so that we can give a little more 
time to each patient, take more personal interest in his 
troubles and problems, talk to him frankly about his 
illness or condition, explain as clearly as we can all 
the possible or potential costs which might be involved 
in his particular case, and, above all, be friendly, 
patient and sympathetic. 

To our patients, I would like to emphasize this: No 
doctor is a miracle man. All the advancements of 
science can’t make a sick man well unless he tries to 
cooperate with his physician. So, choose your doctor 
carefully, have faith in his ability, follow his instruc- 
tions and give him a fair chance to show that he can 
help you. 

Working together, understanding one another’s 
problems, we have ahead of us a golden era of progress, 
in medicine and all other aspects of our national life. 
We shall achieve it if we protect and preserve the 
American atmosphere of freedom, initiative and co- 
operative effort. 

With God’s help, may I contribute my share to that 
great cause—for the mutual benefit of my profession 
and my fellow Americans. 


Valuable Therapy of Mercury 


THE FIRST MAJOR SYMPOSIUM On mercury and its compounds, 
held by the New York Academy of Sciences in April, 
underscored the effectiveness of mercurial compounds in 
treatment of congestive heart failure. One hundred fifty 
physicians and biochemists attended the meeting. 

Until recently, therapeutic use of mercury was un- 
favorably regarded by some physicians because it was 
believed to be accompanied by undesirable side effects. 
However, the symposium stressed the need to recognize 
the newer mercurial compounds as safe and effective agents. 
_ One of the principal uses of mercurial compounds is 
i treatinent of congestive heart failure. More than half of 
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the five million Americans who suffer from heart disease 
eventually develop congestive heart failure. 

Long-term studies presented by physicians attending 
the conference indicated that the newer organomercurial 
compounds improved “moderately severe” ambulatory pa- 
tients so much that about 75 per cent were able to return to 
normal, useful lives. Moreover, the compounds were re- 
ported to be well-tolerated over extended periods. 

A relatively new use of organomercurial compounds 
is in treatment of pre-eclampsia, an important problem 
in obstetric care. Extensive research on these com- 
pounds has revealed that their molecular structure can 
be more easily altered than that of most types of com- 
pounds. This enables scientists to eliminate undesirable 
qualities without affecting potency. 
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Last November, GP published a Commission on Legisla- 
tion and Public Policy report on the nation’s social security 
program. This report, entitled “The Social Security 
Parade,” highlighted the growth of the 21-year-old wel- 
fare program. The following article outlines the provi- 
sions of HR 7225, a House-passed bill that urges cash 
OASI disability payments. Senate approval of the con- 
troversial bill would have a revolutionary impact on 
physucians and the medical profession. The article was 
written by the secretary of the Academy's Commission on 
Legislation and Public Policy.—PuBiisHER 


AND FOR EVERYONE, 
A PENSION? 


BY WALTER H. KEMP 


On Jury 18, 1955, the House of Representatives, vot- 
ing 372-31, passed HR 7225, perhaps the most con- 
troversial welfare legislation bill since the AMA’s 1950 
assessment and the battle to defeat national compul- 
sory health insurance. Guided by Representative Jere 
Cooper (D-Tenn.), sponsor of the bill and an accom- 
plished political strategist, the bill was passed under 
a legislative procedure which suspends the rules, bars 
amendments, limits debate to 40 minutes and requires 
a two-thirds vote of approval. Cooper’s coup d’etat 
was accomplished only three days after copies of a 72- 
page Ways and Means Committee report first became 
available. It seems fair to assume that very few members 
of the House found time to read the committee’s 
report. Among the 372 representatives who boarded 
the Cooper bandwagon, many doubtless realized that 
it’s politically unwise to vote against welfare legislation 
in an election year. The bill was sent post haste to 
the Senate Finance Committee. Subsequent activity, 
relating to HR 7225, is highlighted in a June issue GP 
editorial entitled ‘Stay of Execution.” 

Opposition to the bill hinges on a provision which 
provides cash disability benefits for totally and perma- 
nently disabled OASI participants who have reached 
age 50. This article interprets the provision and in- 
serts the “*$” sign. 
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“Last July, the nation took a seven-league step down the road to a 
compulsory cradle-to-the-grave social welfare program.” 


More and Bigger Benefits 


As pointed out in the Commission on Legislation 
and Public Policy report, the social security program 
has had a history of expansion. As enacted in 1935, at 
the late President Roosevelt’s behest, the plan set up 
a retirement income fund and a cash death benefit for 
widows. 

Since 1935, benefits have been periodically in- 
creased, compulsory coverage has embraced many 
self-employed people, and a “waiver of premiums” 
clause has been added. The government has paid out 
$44 billion in social security benefits and has accrued 
future liabilities totaling an additional $280 billion. 

Still not content, social welfare planners have now 
introduced a shiny, new provision—cash disability 
benefits. Last July 18, the nation took a seven-league 
step down the road to a compulsory, cradle-to-the- 
grave social welfare program. 

There has been a respectable amount of debate re- 
lating to the cash disability benefits provision. Five 
Academy officers and members have testified before 
the Senate Finance Committee (GP, April, p. 165). 
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During the Eighth Annual Scientific Assembly, the 
Congress of Delegates unanimously passed an emer- 
gency resolution condemning HR 7225. On March 22, 
HEW Secretary Folsom, speaking for the administra- 
tion, flatly opposed the volatile provision. On May 10, 
the Senate Finance Committee voted against the cash 
disability benefits plan. HR 7225, now awaiting Senate 
consideration, virtually assures an election year social 
security battle. Despite the committee’s unfavorable 
report, Cooper’s Senate allies have an excellent chance 
of enacting a cash disability benefits bill. 


How the Plan Would Work 


Here’s how the plan would work—and how much it 
would cost. John Martin, a 50-year-old assembly fore- 
man, feels entitled to disability benefits. Having been 
disabled for six months (the time required by a provi- 
sion in the bill), he obtains a report from his physician 
and forwards it to the local social security office. His 
case then goes to a state agency. The agency’s report, 
in turn, is reviewed by the Social Security Administra- 
tion. If his disability justifies cash payments, assembly 
foreman Martin, at age 50, would start receiving his 
old-age pension. It would be called a cash disability 
benefit. 

For the next 15 years, he would receive at least $30 
a month—and no more than $108. During this inter- 
val, he would not receive any family benefits. At age 65, 
disability payments would stop and the old-age pension 
would start. 

Such a scheme sounds blissfully benevolent. It also 
sounds like a fair amount of money. Social Security 
Administration estimates indicate that the program, 
by 1980, will cost an additional $1 billion a year! During 
its first year in operation, it would cost $200 million. 
It would put the federal government in the position 
of underwriting disability insurance on 65 million 
potential beneficiaries. Of these, more than one million 
people would eventually collect more than $1 billion a 
year. 

Money for the expanded program can only come 
from one source—the taxpayer’s pocket. To the self- 
employed businessman, it would mean a 3.4 per cent 
tax on the first $4,200 of income or $142.80 a year. 

If there is a cause for alarm, it should properly be 
concerned with more than a specific provision. To 
appreciate the true significance of the rampaging social 
welfare program, it’s necessary to not only review the 
legislative history but also to project and to anticipate 
the long range plans of welfare state proponents. 

HR 7225 urges cash disability benefits for totally 
and permanently disabled participants who have 
reached age 50. The maximum benefit would be 
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$108.50 a month and the average payment, $67 a 
month. What would happen if Congress, over a period 
of years, further expanded the program? Suppose the 
age-50 requirement were reduced or entirely elimi- 
nated? Suppose the maximum monthly benefit were 
raised to $250—or $400. Suppose the words “‘perma- 
nent and total” were deleted. The nation would then 
have a federal health program that would closely re- 
semble national compulsory health insurance. The 
legislative history of the social security program makes 
these possibilities akin to probabilities. 

A plan that would pay all permanently disabled 
workers, without respect to age, would qualify twice as 
many beneficiaries and cost twice as much, Once a cash 
disability benefits plan is established, look for a cam- 
paign to abolish any age restriction. After all, advo- 
cates urge, a man disabled at 30 needs help just as 
much as a man disabled at 50. 

It might be well to think about the impact of a 
recession on a disability benefits program. When jobs 
are easy to find and hold, many people can work who 
might otherwise join the ranks of the disabled. It’s a 
matter of definition and personal integrity. During the 
1930’s, private insurance companies sat helpless as 
disability insurance claims soared. Even a liberal atti- 
tude on the part of plan administrators could prompt 
a 50 per cent increase in the cost of the program. 

Much of the medical profession opposition to HR 
7225 has been based on the difficulty inherent in 
determining disability. There has been concern about 
an increase in malingering. These are important con- 
siderations. However, they deal with a specific, 1956 
provision. More thought should perhaps be given to 
the implications and the ultimate objectives of the 
welfare program planners. 


“A social welfare program which makes the federal government a 
health-and-welfare middleman is pure and simple socialism.” 
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“In an election year, it’s politically unwise to vote against welfare 
legislation.” 


For years, organized medicine has won battles—not 
wars. Each tiny segment of objectionable legislation 
has been singled out and attacked. Seldom is any con- 
structive thought given to the over-all picture. Perhaps 


it’s not too late to start. To date, few people have 
shown any appreciable interest. 

Several months ago, GP learned that a committee, 
then in the process of planning an organization meet- 
ing, would make an exhaustive study of the nation’s 
social security program. It was to be known as the 
National Citizen’s Committee for the Study of Social 
Security. This sounded like a fine idea—but it hasn’t 
been heard of since. Such a committee would cer- 
tainly uncover facts not presently in the public do- 
main. Even a few welfare planners might be startled. 

Early in May, ex-governor Adlai Stevenson told the 
Los Angeles Press Club that in seeking the presidency, 
he would not be alarmed by “the weary cry of social- 
ism.”” Stevenson then supported the cash disability 
benefits proposal. It seems obvious that Stevenson, 
et al., want the nation to stop calling a spade a spade 
and to stop calling socialism “socialism.” There are 
other equally noxious appellations. However, it re- 
quires no fantastic degree of perspicacity to realize 
that a social welfare program which makes the federal 
government a health-and-welfare middleman, is pure 
and simple socialism. 


Attacking the Common Cold 


THE RESOURCES of science are being put to work in a syste- 
matic attack on the age-old problem of the common cold. 
Seventy-three companies are contributing to the work of 
the Common Cold Foundation, a non-profit organization 
that is supporting medical research into the cause and cure 
of the disease. 

A study based on 32,894 employees in 48 states shows 
that 51 per cent of all industrial absenteeism is caused by 
this common respiratory ailment. This results in an annual 
loss of at least $2 billion in wages alone. Add to this the 
production losses and medical expenses, and the toll 
reaches the staggering total of $5 billion. 

Because industry has invested in safety education and 
devices to protect its employees, industrial injuries now 
account for only 1.28 per cent of all industrial absenteeism. 
This indicates what can be accomplished when funds and 
effort are systematically applied to solve a problem. 

Because the common cold is a nuisance rather than a 
killing disease, it has received less at.ention than the more 
dramatic ailments. Sufficient funds have not been made 
available for an extensive program of research. In the last 
decade, however, management and health authorities have 
become more aware of the tremendous toll that the common 
cold has been exacting. This awareness was particularly 
sharpened during World War II, when crucial production 
hours were lost. 
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One result is the Common Cold Foundation. Recipients 
and amounts of the Foundation’s grants for study of the 
common cold are determined by the Scientific Advisory 
Committee, composed of a group of eminent scientists. The 
first grants are being provided to schools where promising 
work is already in progress. 


COMPARATIVE CAUSES 
OF INDUSTRIAL ABSENTEEISM 


(In a study of 32,894 employees 
in 48 states) 


50.98% 
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This ts the first article in a series prepared by the Acad- 
emy’s Commission on Hospitals. These articles outline 
Academy policy and are part of a continuing program to 
help members improve the general practice of medicine 
in hospitals.— PUBLISHER 


Conflict in Hospital Staff Organization and Operation 


MEDICAL PRACTICE in hospitals requires the close co- 
ordination of many professional and nonprofessional 
persons. Although the individual physician is respon- 
sible for his hospitalized patient, he must depend on 
many other individuals to provide supplementary care 
and services. 

Hospital organization requires a unique arrange- 
ment as far as responsibility and authority are con- 
cerned. There are two parallel lines of command in a 
hospital, one for administration of the physical plant 
with the administrator as the top executive, and an- 
other for medical treatment with the chief of the staff 
or the executive committee of the staff as top manage- 
ment. Of course, the governing board is legally respon- 
sible for all activities in the hospital and the medical 
staff is responsible to the governing board. However, 
in everyday operation, it is the administrator and the 
chief of staff who are in charge. 

The very qualities, ambition and self reliance, which 
are required to make a good physician, create prob- 
lems in hospital practice. The nature of practice re- 
quires a physician to assume heavy responsibilities for 
his patient’s welfare, and with the responsibility must 
go authority to direct the care of the patient. However, 
hospital practice usually requires sharing of responsi- 
bility and authority with others and restrictions of the 
physician’s freedom of action. The result is a conflict 
not only between the physicians and the administrator 
but between groups of physicians. Conflict among in- 
dividuals in any group activity is not unusual. The 
important thing is to have good organizational proce- 
dures which will encourage an early solution to the 
conflict. 


Administrator Executes Decision 


Physicians themselves do not always understand the 
procedure followed by hospitals in appointing or re- 
appointing physicians to the staff. Individual physi- 
cians are usually appointed to the hospital staff and 
are granted privileges by the governing board, through 
the administrator, based on the active staff's recom- 
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mendations. The active staff or a committee of the ac- 
tive staff should be responsible for the demotion or 
restriction of a particular physician’s privileges. How- 
ever, the hospital administrator usually executes the 
decision. To the physician affected, it may appear that 
the hospital administrator is deciding who is qualified 
for staff appointment or privileges. 

One reason for this situation may be that physicians 
on a credentials committee or other committees of a 
staff dislike to discipline their colleagues. Consequent- 
ly, it’s easier to make recommendations to the admin- 
istrator and let him inform the physician that he is 
restricted or that his appointment to the staff has not 
been renewed. 

In the small or medium-sized hospital, all doctors 
are on roughly the same level. Staff organization and 
relationship between staff members are quite informal. 
It is even more difficult under such conditions for a 
committee of the staff or the chief of the staff to attempt 
to discipline other staff members or to tell them that 
they are being dropped from the staff. Instead, the 
staff may attempt to control the quality or raise the 
standards of practice by adopting by-laws that restrict 
physicians as a class or group. 

Rather than restrict one or two physicians, the staff 
may also adopt rules requiring that the chief of a 
clinical department be called for consultation on every 
case admitted to the department. Too frequently, rules 
or revisions are prepared by one group of the staff and 
then issued as a ruling from the governing board. The 
changes and additions in rules should be resolved 
through conference of all groups involved, and the 
solution developed by the group without one group 
or individual attempting to dominate. Most hospital 
staffs’ by-laws provide for committees to investigate 
and evaluate individual physicians’ requests or com- 
plaints regarding their individual privileges. 

It should be understood that conflict is the result 
of differences of opinion and interest, and should be 
looked upon as a natural product of human relations. 
The first step should be to bring the differences into 
the open. The desires of all groups involved should be 
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examined, evaluated and re-evaluated. A thorough 
analysis of the desires or demands may result in 
changes. An honest evaluation may bring out a reduc- 
tion in the importance of the demand. 


Must Be Joint Solution 


A factor very necessary to constructive discussion 
is a sincere effort by each person to realize what the 
other person actually means. There are two parts to 
any discussion—talking and listening. In a discussion 
involving conflicting interests or views, too often the 
participants are so intent upon preparing what they 
are going to say as soon as the other person stops 
talking that they fail to listen. The problem or con- 
flict cannot be resolved until each person under- 
stands the demands of the other and attempts to 
evaluate fairly the validity of the demand. 

If a committee of the staff is to obtain understanding 
and full acceptance of its regulations affecting staff 
members, it must give all members of the staff oppor- 
tunities to participate in preparing the regulations, or 
at least to discuss the merits and defects of the pro- 
posed rules before they are put into force. A solution 
arrived at jointly by representatives of all groups con- 
cerned becomes a logical solution to members of the 
groups and will not be considered a “rule” or an 
“order” from one group to dominate the others. 


Problems Are Compounded 


Most of the problems that arise in hospital practice 
can be solved by the staff and the governing body 


without calling upon outside organizations for inter- 
pretation or rulings. Many problems are compou:ded 
by individuals or groups obtaining interpretations 
from other organizations to support their position. 
For example, the director of the Joint Commission on 
Accreditation of Hospitals, upon request, may, in an 
effort to be helpful, offer suggestions or recommenda- 
tions on rules and regulations. For the individual 
group that agrees with the suggestion, it becomes a 
requirement of the Joint Commission and the members 
of that group attempt to force it upon the others. A 
local problem peculiar to one hospital, then, is elevat- 
ed to importance out of proportion to the original 
problem, and resolutions are prepared and passed by 
various national organizations in an attempt to resolve 
what is strictly a local situation. 

Hospital governing boards and medical staffs, ad- 
ministrators and individual physicians should con- 
tinually keep in mind that responsibility and authority 
go together. If the medical staff is responsible for the 
quality of care in the hospital, it has the authority to 
make rules and regulations to assure itself of the 
proper results. It does not need to call on other 
organizations to interpret or write its rules. It should, 
of course, use accepted principles as guides in develop- 
ing its own rules. 

Physicians should also bear in mind that in any 
group activity there will be differences of interest and 
opinion which will bring about conflict. If such con- 
flict is treated as a natural occurrence and discussed 
openly and honestly in meetings or conferences, a 
satisfactory solution can usually be found. The goal 
always should be better quality of patient care. 


Mended Hearts, Inc. 


A SMALL group of patients in Boston, a few years ago, formed 
an association called Mended Hearts, Inc. All had re- 
covered from and benefited by heart surgery. Active mem- 
bers of the society visit patients anticipating or recovering 
from heart surgery, on the approval of their physicians, to 
lend encouragement as living examples of what can be ac- 
complished. A similar society exists for ileostomy patients. 

The New England Journal of Medicine comments, ““There 
is an enthusiasm about emerging from the valley of the 
shadow, and the last annual meeting in June, 1955, brought 
forth an attendance of 750, of whom 400 were veterans of 


cardiac surgery, ranging in age from 9 to 64.” Mended 
Hearts also includes interested relatives and friends. 

Heart surgery patients, who either have been or are be- 
ing rehabilitated, can accurately appraise the emotional 
stress through which patients must so often pass alone. 
The society also advises on dietary matters and in many 
ways serves in an ancillary capacity to the surgeon and 
cardiologist. 

This example of a patient association represents a rela- 
tively recent development, based on the principles of group 
therapy but independent of direct and regular medical 
supervision. It is a valuable bridge between the laity and 
advanced techniques of medical practice. 
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Doctors who seek to practice their art in the most ideal 
environment possible, can’t do too much advance plan- 
ning. They will profit from the many practical sugges- 
tions contained in ““A Planning Guide for Establishing 
Medical Practice Units,” an 80-page brochure published 
by the Sears-Roebuck Foundation in cooperation with the 
Amerwan Medical Association. This is the first in a series 
of articles in which GP summarizes the “Planning 
Guide.” Other phases of planning—actual construction 
or renovation, and arrangement of equipment—will be 
discussed in succeeding issues. 

The Sears-Roebuck Foundation is a nonprofit organi- 
ution offering financial assistance to projects that will 
improve economic and professional opportunities. The 
“Planning Guide” represents years of experience in the 
field of medical facility planning. It contains information 
for physicians setting up practices, expanding practices, 
or combining with other doctors to develop single medical 
units. — PUBLISHER 


THE DOCTOR PLANNING to set up a medical practice unit 
will be confronted with numerous problems, complica- 
tions and questions. Problem No. 1 will be selection of 
the most ideal site. It will entail a careful canvass of the 
city, town or small community in which he wishes to 
locate. The ‘Planning Guide” offers numerous sug- 
gestions which will help him come up with “just what 
the doctor ordered.” It is unlikely that a doctor will 
select a site in a haphazard manner, if he follows its 
suggestions. 

Possibilities include a central business district, a 
residential shopping area, a new development or per- 
haps a suburb. Selection depends upon type of prac- 
tice and individual preference. A reliable realtor can 
advise about availability and values of building site, 
buildings that can be bought and remodeled and rental 
space that can be leased and improved. 

Ifa doctor chooses a predominantly residential area, 
he should first check with the local zoning commission. 
He should study the trends of the city and avoid any 
area that will deteriorate or change character in the 
forseeable future. In the absence of zoning regulations, 
the physician should consider the reactions of his 
would-be neighbors. Their attitudes can influence his 
early success or failure. 

Since a hospital is an important adjunct to a physi- 
cian’s practice, he should answer the following ques- 
tions: Is there a nearby hospital with adequate diag- 
nostic facilities? Will patients generally be sent to one 
hospital, or will they be sent to several? Will travel 
time between office and hospital be excessive? If no 
hospital is accessible, are emergency facilities provided ? 
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SELECTING THE RIGHT SITE 


Check Public Utilities 


The medical facility should be easy for patients to 
find. It should be located near main arteries of traffic, 
preferably within a convenient distance to public 
transportation. An ideal location might be a short dis- 
tance from a main traffic artery, where the building can 
be seen, but still away from noise and traffic. 

Adequate sewage, water supply, electric, telephone 
and gas service must be established. This merits spe- 
cial consideration for locations at the edge of urban 
areas, in small communities or in old residences. Ex- 
tension and connection costs might be excessive for 
locations that are too far from these services. 

Noise from industrial establishments and switch 
yards, fly and mosquito breeding grounds, smoke and 
unsightly surroundings should be avoided. Possible 
future developments, as well as present conditions, 
should be considered. 

A rough estimate of size requirements should be 
made, allowing for future expansion. Medical units 
have a tendency to grow and expand, and what may be 
ample now may be overcrowded and cramped in a few 
years. Off street parking may become an important 
factor. As time goes on, it may be required of establish- 
ments which serve the public. Parking facilities are 
important to the patient. 


Avoid Hurried Decision 


Topography is often important. The ideal site is one 
with a gentle slope providing drainage and a com- 
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A setting of open space and well-planned landscaping will accent 
the charm of a medical practice unit and make it clearly visible from 
all directions. It will provide ample parking space for the doctor, his 
staff and patients and allow for expansion of the building and in- 
creased parking needs. The parking lot of the Hempstead, N.Y., 
Medical Clinic, shown above, will accommodate 75 cars. Drawing 
furnished through courtesy of Reinhold Publishing Corporation and 
published in Doctors’ Offices and Clinics: Medical and Dental by Paul 
Hayden Kirk and Eugene D. Sternberg. 


Selection of a site for a medical practice unit is an important decision 
requiring serious and careful consideration. Before the choice is made, 
the doctor will need to weigh maay advantages and disadvantages 
of the site itself and its general location and setting. The Hempstead 
Medical Group, Hempstead, N.Y., selected the clinic site shown below. 
Photograph furnished through courtesy of Reinhold Publishing Cor- 
poration and published in Doctors’ Offices and Clinics: Medical and Dental 
by Paul Hayden Kirk and Eugene D. Sternberg. 


manding position for the building—affording a full 
view of it from the street or highway. Flat sites are easy 
to deal with, since there is only the problem of surface 
drainage. Steeply sloping sites usually are difficult but 
often lend themselves to a very satisfactory and in- 
expensive solution. Their original cost is often lower, 
and many times with a modest amount of grading, the 
lower part can be filled with dirt from the higher part. 
Sometimes a high site on one side of a street can pro- 
vide dirt to fill a lower one opposite it, giving two 
usable lots. The ‘Planning Guide” emphasizes, “Don’t 
pass up the more difficult site in a prime location with- 
out getting competent advice on how it can be adapted 
to your needs.” 

Unusual circumstances pertaining to the site often 
affect the desirability of a lot. Conditions such as right 
of way for utilities, mineral, air and water rights, sub- 
surface water, filled ground or old mines can alter the 
apparent worth of the site. 

The final consideration is the cost. The actual price 
of the lot is small in proportion to the final cost of the 
facility, or the actual value of the site, depending on 
the conditions already mentioned. “Don’t be influ- 
enced too much or too soon by a low price,” the 
authors stress. ‘Give yourself time to find out all about 
the site and to determine how it will affect the success 
of your unit. Although you may not have a lot of money 
to invest, you cannot afford to pick a site which will 
hamper the eventual development of your practice.” 

It is advisable to secure the consultation services of 
an architect to assist in inspection and final determina- 
tion of suitable property, whether it be improved with 
a new building, with a remodeled one, or with a rented 
portion of a leased one. 
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A Modern Pilgrim's Progress for Diabetics. By Garfield G. Duncan, 
M.D. Pp. 222. Price, $2.50. W. B. Saunders Co., Philadelphia, 
1956. 


THis IS A NEW APPROACH to a handbook for diabetes. In 
plausible narrative form, it is the story of the life of a dia- 
betic, telling how she fared because of diabetes, and in spite 
of it. Margaret MacDowell, the central character, is that 
diabetic, and there are other diabetics, and those who sur- 
round them and treat them, completing the cast. 

Will little Helen Peters recover from her near-fatal coma? 
Stay tuned to the end of this chapter and you’ll learn the 
outcome. Must Mrs. Klein fast on Yom Kippur? Just turn 
the page. Dr. De War sees his charges through a melange of 
events, and even you may find yourself partaking of the rich 
experience of Peggy and Roy’s diabetic nuptials and the 
only logical happy ending that could follow nine months 
later. 

A little tragic relief is thrown in, to balance the tale. 

An appendix furnishes the inevitable tables of what every 
young and old diabetic should know. 

All in all, I’m impressed by this new instrument of dia- 
betic management. We can never manage diabetes unless 
the patient understands. Anyone who can read will be able 
to use this manual. You must have been sorely tried more 
than once in instructing your diabetics. Those who are 
suddenly confronted by complicated caloric tables and 
weight scales tend to panic at the apparent enormity of the 
situation they themselves must master. There must be some 
manner of winning and holding their attention while they 
learn how they may salvage their lives. Some works for dia- 
betics fail to achieve this because they are too drily factual 
or just too childish. This is neither. It is pleasant reading. 

And, if you’ll pardon me, never saccharine. 

—Francis T. HopcEs, M.D. 


Your Blood Pressure and How to Live with It. By William A. Brams, 

— Pp. 160. Price, $2.95. J. B. Lippincott Co., Philadelphia, 
Tuils stati BOOK is well written and covers many questions 
asked by the patient concerning his blood pressure prob- 
lems. It is therefore replete with advice for a large per 
cent of the general practitioner’s patients. 
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Practitioner's Bookshelf 


In order to test the publication, this little book has been 
read by six lay people suffering from blood pressure con- 
ditions. The reactions have been enthusiastic. 

A high degree of assurance is offered here to the hyper- 
tensive and the hypotensive people. Specific recommenda- 
tions have been forcefully set forth as to emotional attitudes, 
work, play, obesity and diet. 

There are three appendix articles covering charts show- 
ing desirable weights, practical reducing diets, and agencies 
of rehabilitation and vocational placement. 

This publication should be on the reading shelf of every 
active general practitioner. 

—M. B. CAsEBOLT, M.D. 


Stress Situations. Edited by Samuel Liebman, M.D. Pp. 144. Price, 
$3.00. J. B. Lippincott Co., Philadelphia, 1955. 
THIS LITTLE BOOK is a compilation of a related series of lec- 
tures for residents and interested physicians delivered at a 
private mental hospital in a Chicago suburb. 

The individual lecturers discuss emotional reactions to 
situations of frustration and failure, acute illness, catas- 
trophe, marriage, fertility and sterility, divorce, death and 
suicide. The presentation pattern is a very brief review of 
basic psychiatric mechanisms involved in the various stress 
situations, expanded upon by the generous use of examples. 
The talks are nicely geared to the background and needs of 
the general practitioner. 

This is not a psychiatric textbook, but a couple of hours 
of pleasant, informative reading which will inevitably re- 
mind the reader of many of the problems that haunt his 
consultation room, and also further his understanding and 
management of them. The publication of other series of 
these lectures may be anticipated with interest. 

—Joseru S. Devirt, 


Clinical Management of Renal Failure. By Maurice B. Strauss, M.D. 
and Lawrence G. Raisz, M.D. Pp. 114. Price, $2.75. Charles C 
Thomas, Springfield, Ill., 1956. 

PROBABLY NO SEGMENT of the inedical profession treats more 

patients in renal failure than do the men in general prac- 

tice, and this is often, by its very nature, an unrewarding 
and discouraging portion of the physician’s work. Recent 
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VICTOR RICHARDS, M.D. 


Professor of Surgery, Chairman of De- 
partment of Surgery, Stanford School 
of Medicine, San Francisco, California. 


947 pages, 476 illustra- 
tions. Price, $17.50. 


GEORGE A. ULETT, 


B.A., M.S., M.D., 


Professor of Psychiatry, Department of 
Psychiatry and Neurology, Washington 
Univ. School of Medicine. 


and 
D. WELLS GOODRICH, M.D., 


Chief, Section on Research Planning and 
Design, Laboratory of Child Research, 
National Institute of Mental Health, The 
Clinical Center, Bethesda, Maryland. 


350 pages. Price, $5.25. 


LOUIS J. REGAN, 


M.D., LL.B., 


Professor of Legal Medicine, University 
of Southern California, 


and 

ALAN R. MORITZ, M.D., 
Professor of Pathology, Director of the 
Institute of Pathology, Western Reserve 
University. 


201 pages, 11 illus. 
Price, $3.90. 


Published for the 


AMERICAN 
MEDICAL 
ASSOCIATION 


334 pages. Price, $5.50. 


50th Anniversary Releases 


SURGERY FOR GENERAL PRACTICE 


This book is an entirely new approach to the subject of surgical problems that come 
up in the everyday practice of medicine. Its goal is to provide better and more com- 
prehensive care to patients with problems in the surgical areas. Designed especially 
for the physician caring for the majority of surgical problems encountered in daily 
office routine, the address is particularly made to those who are in want—not of 
additional facts—but of a better organization of facts already available. The scope 
of the book ranges from seemingly minor ailments to life-endangering catastrophes, 
Surgical emergencies in each specialty are included. The book emphasizes the surgical 
problems of general office practice, but emergency procedures which may be required 
to save life or limb are also included. 


A SYNOPSIS OF CONTEMPORARY PSYCHIATRY 


Theory is kept to a minimum. The material is organized into three general areas: o) 
history taking and diagnostic procedures; b) clinical syndromes; and c) therapeutic 
measures. In the table of contents one who is unfamiliar with the field can find the 
general area of his interest at the moment, and then focus upon the page or two devoted 
to material with which he is specifically concerned. In addition, an alphabetized general 
index is provided at the end of the book. 


HANDBOOK OF LEGAL MEDICINE 


Here is an inexpensive handbook designed to enable both physicians and lawyers 
to better understand the intimate relationship between law and medicine. Arranged 
into two major sections—medical and legal—with a detailed table of contents and 
legal-medical glossary, it provides an easy method for use by both student and 
practitioner in either law or medicine. Designed and written for daily use it will be 
placed on the physician's working desk—not relegated to his bookshelf. 


J.A.M.A. QUERIES AND MINOR NOTES 


The keen interest displayed in previous volumes of Questions and Answers encouraged 
the publishers to continue this material as J.A.M.A. Queries and Minor Notes. Here in 
one volume, carefully selected for usefulness and general interest, is a collection of 
Queries and Minor Notes from the pages of the Journal of the American Medical 
Association published during the twelve months ending June, 1955. 


3207 Washington Bivd., 
St. Lovis 3, Missouri 


THE C. V. MOSBY COMPANY, 


Gentlemen: Send me the book(s) checked with (X). ["] Attached is my check. [_] Charge my account. 
(] Ulett-Goodrich “A SYNOPSIS OF CONTEMPORARY PSYCHIA- 


(] Regan-Moritz “HANDBOOK OF LEGAL MEDICINE”. ..$3.90 
(J Richards “SURGERY FOR GENERAL PRACTICE” 
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developments have, however, thrown new light on the 
mechanisms of renal failure, and on the pathologic phys- 
iology involved. This elucidation of the fundamental prob- 
lems involved has opened new avenues by which the thera- 
peutist may approach the problem with increasing hope of 
success. 

Authors Strauss and Raisz have presented us with a 
nicely printed and weil-bound monograph, the text of 
which runs to just under 100 pages. This puts the book in 
a somewhat exclusive group of those which can be read 
from cover to cover, and even studied in some detail, with- 
out unreasonable consumption of the physician’s time. It 


is safe to predict that the average owner of this book will . 


zead it completely through, and will restudy certain parts 


of it, as it is well written and deals with material of consid-_ 


erable importance to all physicians. 

It is not light reading, any more than renal physiology is 
asimple subject, but the material is of such great import- 
ance and interest that one cannot fail to be challenged and 
stimulated by it. 

The text is divided into two sections, the first of which 
deals with acute renal failure. In this portion one encounters 
the bulk of the discussion on renal physiology. Those men 
who feel that acute renal failure is a hopeless situation will 
be impressed by the discussion of physiologic methods of 
treatment. Artificial methods of treatment of acute renal 
failure are also presented in considerable detail and placed 
in proper perspective as they are related to the whole 
problem. 

Chronic renal failure is the subject of the latter half of 
the book, and one which the authors handle very well. 
While it is less dramatic than acute renal failure, chronic 
renal failure is far more common. For that reason, this por- 
tion of the book will command the interest of all who read it. 

The bibliography contains references to the most im- 
portant literature, and will serve admirably as a guide to 
additional reading for physicians who are stimulated to 
study renal failure in greater detail. This small monograph 
can be recommended for general practitioners and for all 
others interested in clinical medicine. 


—Jesse D. Risinc, M.D. 


The Psychosomatic Genesis of Coronary Artery Disease. By Don 
Carlos Peete, M.D. Pp. 220. Price, $7.75. Charles C Thomas, 
Spring field, Ill., 1955. 


THis MOST UNUSUAL LITTLE BOOK purports to prove that 
stress plays a major role as a causative factor in the patho- 
genesis of coronary artery disease. Yet it does not succeed 
in that. The reasoning is essentially of a philosophic and 
religious nature, fortified by the citing of a few illustrative 
case reports of patients with coronary artery heart disease 
who also had severe emotional problems. What physician 
does not see in his daily practice patients with equally 
severe emotional disturbances who never develop this con- 
dition, and, conversely, coronary patients who are seem- 
ingly well adjusted? Numerous authors have tried to show 
the same thing statistically with large series of cases, with 
equivocal results. Though no one can assert that stress is 
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not a factor, no one has been able to prove that it is an im- 
portant factor. 

Despite this criticism, the book is interesting and infor- 
mative. The chapters on the history of the development of 
our knowledge of the circulation and of coronary athero- 
sclerosis and coronary artery heart disease are very good 
as short essays. The weaving of religious doctrines into the 
text makes this book a unique one. The final chapter on 
treatment, although not furthering the primary objective 
of the book, is a fairly good summary of presently used 
methods. General practitioners should find the book worth 
reading, but they must beware of succumbing to the per- 
suasive style of the author’s composition. 

—Wattace M. YATER M.D. 


The Year Book of Drug Therapy—1955-56. Pp. 560. Price, $6.00. 
Edited by Harry Beckman, M.D. The Year Book Publishers, 
Chicago, 1956. 


THIS SMALL BOOK covers what is new in the field of drug 
therapy for 1955-1956. It covers every major field of medi- 
cine and the specialties, and gives sound practical advice 
on new drugs and new combinations of drugs. 

Four hundred eighty-three important articles from do- 
mestic and foreign medical journals are represented, each 
with some practical connection with clinical guidance in 
daily practice. 

The book gives practical answers to management of 240 
diseases, covers 71 new and improved diagnostic proce- 
dures, and presents 411 latest treatment measures and much 
other information in case reports, techniques, clinical stud- 
ies and tables. 

Dr. Beckman, an authority in this field, offers vital addi- 
tional information in his comments on new findings. The 
book is concisely written and conveniently organized to 
accommodate the most limited reading schedules. It tells 
how latest drugs are being used, how to avoid dangers and 
pitfalls, how to get better results from established drugs 
and the latest facts concerning pharmacology, action, toxic 
effects, all in convenient reference form. 

Here is a fund of new knowledge in drug therapy in med- 
icine for those who wish to be up to the minute in treat- 
ment. —U. R. Bryner, M.D. 


The Truth About Cancer. By Charles S. Cameron, M.D. Pp. 257. 
Price, $4.95. Prentice-Hall, Inc., Englewood Cliffs, N.J., 1956. 


THis BOOK can and may eventually do more than any other 
single or combined agency in winning the fight against 
cancer. 

In 24 short, concise, well-written chapters Dr. Cameron 
(a world authority on the total cancer problem) tells what 
is actually known about cancer today, about smoking and 
cancer, the types of cancer most apt to attack women, men 
or children, common misconceptions about cancer, how to 
spot and steer clear of the cancer quack, how cancer is 
diagnosed, how cancer is treated, how to think intelligently 
about the threat of cancer and the simple steps to follow in 
watching for danger signals. 
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The Protein 


Contribution 


of 
Oatme q] Oats are richer in protein than other cereal 


grains commonly used for breakfast food 
purposes. 


Milled to retain all parts of the hulled oat 
kernel, rolled oats contain the protein of the 
germ and the outer seed layers as well as that 
of the inner cells.? Neither the commercial proc- 
essing of oats nor the cooking of oatmeal in the 
home impairs the biologic value of the constitu- 
ent protein.* 


Experimental studies have established that 
the protein of oats is of higher biologic value 
than that of other grains.** 


As eaten, the dish of oatmeal—1 ounce of 
oatmeal (weight before cooking) and 4 ounces 
of whole or skim milk—presents approximately 
equal amounts of oat protein and milk protein. 
This combined protein, readily applicable for 
all protein needs, supports excellent growth as 
well as tissue maintenance.*”’ 


. Watt, B. K., and Merrill, A. L.: Composition of Foods 
—Raw, Processed, Prepared, Washington, D. C. 
United States Department of Agriculture, A Agricultural 
Handbook No. 8, 1950. 

Quaker Oats and Mother’s Oats, Chemists of Food and core od. 

the two brands of oatmeal mar- ow Fork, The Macmillan Company, P 

. Facts on Oats: Report by the Research Laboratories 

keted by ‘The Quaker Oats Com- of The Quaker Oate 1955. 

pany, are identical not only in their The Net R. A. W., ond Peters, F. Jr.: 
i i =. — The Nutritive jue 0} tein. I. The ‘ect of Proc- 

re senna content—16.77%—but essing on Oat Protein, J. Nutrition 26:519 gad ) 1943. 

- other nutrients a well. Both . Jones, D. B.; Caldwell, A., and Widness, K. D.: Com- 

brands are available in the Quick rative Growth-Promoting Values of the Proteins of 

(cooks in one minute) or the Old- Grains, J. Nutrition 35:639 (June) 1948. 

. “ . . Jones, D. B.: Sex Differences in the Growth of Youn 
Fashioned (cooks in five minutes) Rats and Survival of Adult Rats Fed Protein-Def 
variety. cient Diets, J. Nutrition 44:465 (July) 1951. 

. Sherman, H. C.; Winters, J. C., and Phillips, V.: Effi- 
ciency of Oat Protein in’ Adult Human utrition, J. 
Biol. Chem. 39:53, 1919. 


The Quaker Oats O@mpany 


CHICAGO 
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If cancer is discovered at the earliest possible moment the 
best possible treatment today should save half of those 
stricken. But only half of that half are being saved. Thus, 
every year, some 80,000 American lives are needlessly lost. 
The reason: half of those who could be effectively treated 
seek help too late. 

Medical science is steadily making it possible for more 
patients with cancer, even though it cannot be cured, to live 
longer, to live more fully, and to enjoy greater comfort. Dr. 
Cameron says: “There is one thing all quacks have in 
common no matter what their intelligence or honesty, no 
matter what their purpose: they disregard the rules of 
evidence. Which will you have—a witch’s brew dreamed 
up by a man who never finished grammar school? Or the 
best of modern medical science offered by doctors of medi- 
cine whose judgment and skill are patiently forged through 
years of intensive, disciplined study?” 

Chapter 24 summarizes the problem and places the re- 
sponsibility where it belongs, on two people—the patient 
who must request an examination, and the doctor who must 
perform it. 

Final and total victory in this battle against cancer is the 
discovery of its cause. Even if we learn that cancer cannot 
be totally eliminated through preventive measures, a thor- 
ough understanding of its causes might well lead us to 
wholly effective treatment methods. 

The total control of cancer will probably not be reached 
quickly, yet a great part of that goal can be rapidly achieved 
and up to twice as many can be saved by simply making the 
fullest use of all we know about it today. 

All should know these danger signals: 

1. Any sore that does not heal. 

2. A lump or thickening in the breast or elsewhere. 

3. Unusual bleeding or discharge. 

4, Any change in a wart or mole. 

5. Persistent indigestion or difficulty in swallowing. 

6. Persistent hoarseness or cough. 

7. Any change in normal bowel habits. 

A danger signal may not mean cancer but it must always 
mean a visit to your doctor and a complete examination. 

Your chances of a personal encounter with cancer are 
one in four. Personal responsibility for seeking out possible 
cancer, early, through regular examinations is one of the 
most important responsibilities in one’s life. Even though 
the first responsibility rests with the patient in seeking 
medical advice, the doctor clearly has two most important 
responsibilities in this problem of cancer control. 

1. He must advise his patients, without alarming them, 
to watch for any of the danger signals and immediately seek 
medical advice and help. 

2. When the patient presents himself for examination the 
doctor must be thorough in his history and examination. 

In no other way will we even approach the solution of 
cancer control today or in the immediate future. Every 
adult layman and every physician in the world should read 
every word in this most important book published in 1956. 

Are you willing to spend six hours reading time for in- 
formation that could double your chances of avoiding death 
from cancer? —WU. R. Bryner, M.D. 
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THE OFFICE 
WITHOUT AN 
ELECTROCARDIOGRAPH 


..-iS becoming a rarity 


The modern office includes electrocardiography as 

a fundamental diagnostic service. 
With the Burdick “EK-2”, electrocardiography is 
a simple office procedure. This direct-recorder 
eliminates inconvenience and provides a high 

fidelity permanent tracing. 
The leads are rapidly changed at the turn of a 
switch and marked automatically on the first 
three leads, with pushbutton marking for the 
other leads. Timing is also automatic. 


Your Burdick dealer will be glad to de- 
monstrate how simple it is to take a 
cardiogram with the Burdick unit. A 
descriptive brochure and the address 
of the nearest Burdick dealer will 

be sent on request. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 
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Prednisone + Acetylsalicylic Acid +Aluminum Hydroxide +Ascorbic Acid 
Potent corticosteroid anti-inflammatory action complemented by rapt 
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Parenteral-like androgen effect without injection 


Linguets 


Patients with diminished androgenic activity improve 
satisfactorily on parenteral androgen therapy — but may 

feel “tied” to your hypodermic needle. 

Fully as good results can be obtained with Metandren Linguets... 
for they are promptly absorbed buccally or sublingually 

into the systemic circulation, thus by-passing early inactivation 
in the liver and in the digestive tract. Twice as potent as 

orally ingested methyltestosterone, Metandren Linguets provide 
an effective, economical and convenient form of androgen therapy. 


Metandren® (methyltestosterone U.S.P. CIBA) Linguets® (tablets for mucosal 
absorption CIBA), 5 mg. (white, scored) and 10 mg. (yellow, scored). 


CIBA 


SUMMIT, N. J. 


2/2275™ 
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THE KEEPER of the Academy purse strings, Dr. Charles 
E. Martin, St. Louis, Mo., is no stranger in AAGP 
circles. In St. Louis and Missouri medical organiza- 
tions Dr. Martin is a key man—nationally, he became 
known through his work on the Commission on Hos- 
pitals and is well remembered for his fine leadership as 
chairman of the Local Arrangements Committee for 
the Annual Scientific Assembly held in 1953 at St. 
Louis. 

The honor of being elected treasurer of the Academy 
came at the close of the Eighth Annual Assembly this 
past March in Washington, D. C. As treasurer, he is 
also chairman of the Finance Committee and is a 
member of the Executive Committee. 

The St. Louis Academy, one of the earliest local 
chapters, elected Dr. Martin its secretary in 1947. He 
served two years in that capacity and in 1953 he was 
elected president of the St. Louis organization. The 
following two years, in 1954 and 1955, he was a mem- 
ber of the Missouri Academy’s board of directors. Last 
year he was named president-elect of the state group 
and will be installed this October at its annual meeting 
in Jefferson City. He has represented the Missouri 
chapter since 1953 as a delegate to the national 
Assembly. 

From 1951 through 1953 Dr. Martin served as a 
member of the AAGP Commission on Hospitals. He 
has also given a great deal of his time in serving on 
reference committees during the annual sessions of the 
Congress of Delegates. This year he was a member of 
the Credentials Committee; last year he served on the 
Committee on Hospitals and in 1953 he was on the 
Hospitality and Press Committee. 
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AN ACADEMY PROFILE... 


Native Missourian Holds AAGP Purse Strings 


For three straight years he has been elected a coun- 
cillor of the St. Louis Medical Society. His present 
term runs through 1957. He served as MSMA delegate 
to the state medical society in 1949, 1950, 1951, 1954 
and 1956. 

The son of Dr. Charles P. and Lydia (Ellerbrock) 
Martin, he was born November 22, 1912 in St. Louis. 
His father was a family physician for 36 years. 

Dr. Martin attended Washington University in St. 
Louis, receiving both his A.B. and M.D. degrees there. 
Following his graduation from medical school in 1937 
he took his hospital training at St. Luke’s in 1937 
and 1938. 

In 1938 he married the former Miss Marjorie Wil- 
liamson. They have four children—Madeleine, 16; 
Charles Robert, 13; John Henry, 11 and David Wil- 
liamson, 7. 

Dr. Martin is a member of the active staff of DePaul 
Hospital and of the courtesy staff at Christian Hos- 
pital. At DePaul he was vice president of the staff in 
1949 and 1950 and was secretary-treasurer of the staff 
the following two years. 

This relatively young physician has maintained an 
active civic life. He is a member of the Board of Trus- 
tees of St. Louis Blue Cross Plan and of the Missouri 
Medical Service (Blue Shield). He was on the Board of 
Managers of the Ferguson YMCA from 1948 through 
1955. 

Hobbywise, Dr. Martin counts golf and fishing his 
chief interests. 

During World War II Treasurer Martin served with 
the U.S. Army Air Force, spending from 1942-46 in 
Uncle Sam’s service. 


GP Volume XIV, Number 2 


3 
Charles E. Martin 
M.D. 


Formal Dedication of New AAGP Headquarters Building To Be September 1 


Guest List Includes All Academy Members, 


City, State and Medical Dignitaries 


SEPTEMBER | will be Dedication Day of the new Head- 
quarters Building of the American Academy of Gen- 
eral Practice. This D-Day looms as a big one—every 
Academy member is invited to see the edifice which 
will serve to further the cause of every family doctor. 

A special invitation is extended to all members, see 
page 6 of this issue, and each member is urged to fill 
in the hotel reservation form on the facing page and 
return it to Kansas City at once so that all guests can 
be properly accommodated. ; 

The handsome brick and stone structure, located at 
Volker Boulevard at Brookside in the cultural heart of 
Kansas City, will be formally dedicated at 2 P.M. on 
Saturday, September 1. Dr. Dwight H. Murray, presi- 
dent of the American Medical Association and a mem- 
ber of the Academy, will be the principal speaker. 

A banquet is also planned for visiting dignitaries 
that evening in the Grand Ballroom of the Muehlebach 
Hotel. 

Special invitations have been issued to all members 
of the Board of Trustees of the AMA, presidents of the 
State Medical Societies, the Honorable H. Roe Bartle, 
mayor of Kansas City, and members of the City Coun- 
cil, the Honorable Phil M. Donnelly, governor of Mis- 
souri; Dr. Franklin D. Murphy, chancellor of the Uni- 
versity of Kansas; Dr. Clarke D. Wescoe, dean of the 
University of Kansas School of Medicine and Dr. 
Roscoe Pullen, dean of the University of Missouri 
School of Medicine. Other dignitaries in Kansas City, 
the state of Missouri and the state of Kansas will be 
amon the guests. 

Bevinning the three-day observance, members of the 
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Academy’s Board of Directors will be in session all 
day Friday, August 31, and again on Saturday morn- 
ing, the day of the dedication. 

The following day, Sunday, the annual State Off- 
cers’ Conference will be held at headquarters. Heading 
this conference will be Dr. Harry Marchmont-Robinson 
of Chicago, Ill. and Dr. Earl C. Van Horn of Cincin- 


Ready for Dedication— Volker Boulevard at Brookside is the official 
address of this newly completed headquarters building of the Amer- 
ican Academy of General:Practice. 
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TWICE THE PERCENTAL 
INCREASE OF TOTAL 
CALCIUM* 


OYSTER SHELL 


e Contains Trace Minerals 
e Contains More Calcium 


e ls Phosphorus Free (Naturally) 


LOW DOSAGE (3 tabs t.id.) 


MARION LABORATORIES 


2908 GRAND AVENUE 
KANSAS CITY, MISSOURI 


LOW COST (3 cents per tablet) 


e Write for samples and literature 


e Available at any NWDA 
Wholesaler 


“Hardy, J. A.: 
Obstet. & Gynec. (in print). 
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Dedicatory Speaker—AMA 
President Dwight H. Murray 
(right) who is principal 
speaker at the dedication on 
September 1 will have a par- 
ticular interest in this new 
edifice, since he too is a member 
of the Academy. 


nati, Ohio, the members of the Academy’s State Offi- 
cers’ Conference Committee. 

By action of the Board of Directors and the Congress 
of Delegates each state chapter has been authorized to 
designate one of its officers to attend the conference as 
the partial guest of the Academy. One-half of this 
representative’s actual and necessary transportation 
fare will be defrayed by the Academy and either he or 
his state chapter will be reimbursed to this extent. 
These official delegates will be expected to pay their 
own hotel and incidental expenses. 

Each state chapter is urged to name its official dele- 
gate right away and whoever else will be attending so 
that final arrangements can be made. 

The conference will cover such topics as duties of 
local officers and how to set up chapter headquarters 
offices. A portion of the agenda will also be devoted 
to the three Academy-sponsored group insurance 
programs. Each chapter has been requested to send 
a representative from its insurance committee. 

During the three-day session, four staff members 
have been assigned to show visitors through the new 
building. The actual moving of all departments of the 
headquarters staff took place in July. 


The Academy’s annual State Officers’ Conference is being planned 
by Dr. Earl C. Van Horn, Cincinnati, Ohio (left) and Dr. Harry 
Marchmont-Robinson, Chicago. Drs. Van Horn and Marchmont- 
Robinson are members of the Academy’s State Officers’ Con- 
terence Committee. 


the building a reality. 


The headquarters home of 
America’s family doctors is a 
dream come true for Dr. John 
Fowler, Barre, Mass., imme- 
diate past president of the 
Academy, who has served as 
chairman of the Building 
Fund Committee since its in- 
ception. A bronze plaque will 
behung in the front entrance 
lobby of the new building in 
recognition of the fine work 
of Chairman Fowler and 
his committee which made 


Murray, Hussey and Stover Committee in AMA Meeting Spotlight 


THE WEATHERMAN seemed to furnish most of the heat— 
a mid-90 degree average—for the AMA’s 105th An- 
nual Session June 11-15 in Chicago. 

However, the House of Delegates’ adoption of the 
report of the Wendell Stover Committee To Review 
the Functions of the Joint Commission on Accredita- 
tion of Hospitals, the installation of Academy Member 
Dwight H. Murray as AMA president, the election of 
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GP’s Medical Editor Hugh H. Hussey.to the Board of 
Trustees, and the program of the Section on General 
Practice provided some interesting highlights for the 
general practitioner. 

After a slight amendment, the report of the seven- 
man Committee To Review the Functions of the Joint 
Commission on Accreditation of Hospitals was adopted 
by the House of Delegates without controversy. 
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to pass “the acid test” day and night 


Gastric hyperacidity checkmated: Acute or chronic 
gastric hyperacidity can now be held in check both 
day and night, with Gelusil and the new formula- 
tion, Gelusil-Lac. 


Sustained daytime antacid protection: The sus- 
tained action of magnesium trisilicate and specially 
prepared aluminum hydroxide gel restores and 
maintains the gastric pH within the normal range, 
without overneutralizing or alkalizing. Gelusil thus 
avoids the twin dangers of acid rebound and sys- 
temic alkalosis. 


Extended nighttime protection: Gelusil-Lac com- 
bines the proven antacid action of Gelusil plus the 
sustained buffering effect of specially prepared 
high protein (low fat) milk solids. The formula is 


designed to prevent the onset of gastric pain at 
night, especially “middle-of-the-night” attacks. 


Nonconstipating: Gelusil’s aluminum hydroxide 
component is of a low order of chemical reactivity, 
hence the formation of astringent — and -constipat- 
ing — aluminum chloride is minimal. 


Dosage: 2 Gelusil tablets or 2 teaspoonfuls of 
Gelusil liquid two hours after eating or when 
symptoms are pronounced. Each tablet or tea- 
spoonful provides: 74% gr. magnesium trisilicate 
and 4 gr. aluminum hydroxide gel. Gelusil-Lac: at 
bedtime, one heaping tablespoonful stirred rapidly 
into one-half glass (4 fl. oz.) of cool water. (Pro- 
vides equivalent of 4 Gelusil tablets.) 


Gelusil/Gelusil-Lac 


WARNER-CHILCOTT 
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The amendment submitted by Academy President 
J. S. DeTar, Milan, Mich., stated that methods should 
be devised whereby principles involving the privileges 
of individual staff members can be enforced. These 
stated principles are: 

The privilege of each member of the medical staff 
shall be determined on the basis of professional quali- 
fications and demonstrated ability. Personnel of each 
service or department shall be qualified by training and 
demonstrated competence and shall be granted privi- 
leges commensurate with their individual abilities. 

The committee, which has been chairmanned by 
Academy member, Dr. Wendell Stover, Boonville, 
Ind., conducted an independent study and survey this 
past year and held five meetings, each with 100 per 
cent attendance. During the year, through letters and 
news items, physicians were requested to answer: 

1, The general understanding by physicians of the 
functions of the Joint Commission. 

2. Whether the method of appeal from an adverse 
ruling regarding accreditation is satisfactory. 

3. The effect on the individual physician’s hospital 
connections due to actions of the Joint Commission. 

4, Whether any organizations not now represented 
should have official representation on the Joint 
Commission. 

5. The effect of the Joint Commission’s require- 
ments concerning such matters as staff meetings. 

6. The pros and cons of separating administrative 
and professional accreditation functions in the inspec- 
tion of hospitals. 

7. Constructive suggestions for improving the hos- 
pital accreditation program. 

The committee directed specific interviews with the 
director and staff of the JCAH, representatives of the 
AMA, American Hospital Association, American Col- 
lege of Surgeons, and with representatives of the Ameri- 
can Academy of General Practice and the surveyors of 
member organizations of the Joint Commission. 

As a result of its studies, the committee found that 
the dissatisfaction with the functions of the Joint Com- 
mission, as intense as it is in some localities, is not as 
widespread geographically as this committee had been 
led to believe. It was also evident that much of the 
criticism is based on misunderstanding and misinfor- 
mation. 

The following conclusions were reached by the 
committee : 

1. Accreditation of hospitals should be continued. 

2. The Joint Commission should maintain its pres- 
ent organizational representation. 

3. The AMA Board of Trustees should report an- 
nually to the House of Delegates on activities of the 
Joint Commission on Accreditation of Hospitals. 
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4. Physicians should be on the administrative bodies 
of hospitals. 

5. General Practice Sections in hospitals should be 
encouraged. 

6. Staff meetings required by the Joint Commission 
are acceptable, but attendance requirements should be 
set up locally and not by the commission. 

7. The Joint Commission should not concern itself 
with the number of hospital staffs to which a physician 
may belong. 

8. The Joint Commission is not and should not be 
punitive. 

9. The Joint Commission should publicize the 
method of appeal to hospitals that fail to receive 
accreditation. 

10. Reports of surveys should be sent to both ad- 
ministrator and chief of staff of each hospital. 

11. Surveyors should be directly employed and 
supervised by the Joint Commission. 

12. Surveyors should work with both administrator 
and staff. 

13. New surveyors should receive better indoctri- 
nation. 

14. Blue Cross and other associations should be 
requested not to suspend full benefits to nonaccred- 
ited hospitals until those so requesting have been 
inspected. 

15. The AMA should conduct an educational cam- 
paign for doctors relative to the functions and opera- 
tions of the Joint Commission. 

16. The committee suggests that the AMA and the 
AHA encourage educational meetings for hospital 
board of trustees and administrators either on state or 
national levels to acquaint these bodies with the func- 
tion of accreditation. 

The committee composed of Drs. Stover, John F. 
Burton, Gerald D. Dorman, George F. Gsell, Eugene 
F. Hoffman, T. C. Terrell and George A. Unfug asked 
to be discharged following submission of its report. 

The house also adopted a reference committee recom- 
mendation that the AMA’s existing position approving 
one-time federal grants to medical schools for construc- 
tion and renovation be allowed to stand “inasmuch as 
no evidence was offered to justify a change.” 

In its closing session, the house adopted a Council 
on Medical Service report which stated: 

“It shall be the policy of the AMA that funds re- 
ceived from the private practice of medicine by salaried 
members of the clinical faculty of the medical school 
or hospital should not accrue to the general budget 
of the institution and that the initial disposition of 
fees for medical service from paying patients should 
be under the direct control of the doctor or doctors 
rendering the service.” 


155 


— 
| 


in bursitis, tendinitis, tenosynovitis 


DRAMATIC 
RELIEF 
PAIN 


(adenosine-5-monophosphate) 


pain is relieved...function returns... 
swelling subsides...residual tenderness disappears 


this is the response pattern in acute and subacute bursitis with only 
7 or 8 injections.’ An average of 9 injections in chronic calcified 
tendinitis produces “unusually good results.”? 


Literature available to physicians—write Medical Service Department. 


references: (1) Rottino, A.: Journal-Lancet 7/:237, 1951. (2) Susinno, A. M., and 
Verdon, R. E.: J.A.M.A. 154:239 (Jan. 16), 1954. 


() AMES COMPANY, INC + ELKHART, INDIANA 
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As usual, the top social event was the President’s 
Reception and Ball which this year honored Dr. 
Dwight H. Murray, Napa, Calif., following installation 
ceremonies at the Civic Opera Building. Dr. Murray, 
the first general practitioner to hold the presidency in 
more than 80 years, succeeded Dr. Elmer Hess, Erie, 
Pa. 
Another honor to come to President Murray during 
the meeting was the University of Indiana Alumni’s 
Distinguished Service Award. 

In his report before the House of Delegates, Dr. 
Murray urged doctors to take personal steps to elimi- 
nate criticism from patients, such as having to wait too 
long for the doctor, or not being told about their 
ailments. In his inaugural address President Murray 
suggested that medicine needs “to find some way of 
combining modern scientific methods with the per- 
sonal, friendly touch of the old-time doctor.” 

Retiring President Hess warned that the medical 
profession must be prepared to face an all-out drive 
by some labor groups for national compulsory health 
insurance. However, Dr. Hess voiced some “hopeful” 
signs. He said three of the nations’ largest unions— 
the United Mine Workers, the International Brother- 
hood of Teamsters and the United Brotherhood of 
Carpenters and Joiners—will have nothing to do with 
compulsory health insurance. 

The new president-elect of the AMA is an Atlantic 
City surgeon, Dr. David B. Allman, who has been a 
member of the Board of Trustees since 1951. 

Dr. Hugh H. Hussey, GP’s medical editor, was 
elected a trustee on the third ballot to fill Dr. Allman’s 
place. Dr. Hussey, a native of Washington, D. C., is 
also newly appointed Professor of Medicine at George- 
town University Medical School, succeeding Dr. Harold 
Jeghers who is taking up new duties at New Jersey’s 
Seton Hall Medical College. 

Runners-up for the office of AMA trustee were Drs. 
Joseph D. McCarthy, Omaha, Neb., H. B. Mulholland, 
Charlottesville, Va. and J. P. Culpepper, Hattiesburg, 
Miss. 

One of the key orders of business on the June 13 
session of the Section on General Practice was the elec- 
tion of new officers, all of whom are Academy members. 
Dr. George L. Thorpe, Wichita, Kan., succeeded Dr. 
I. Phillips Frohman, Washington, D. C. as chairman. 
The new vice chairman is Dr. Charles E. McArthur, 
Olympia, Wash. Dr. E. I. Baumgartner, Oakland, Md., 
continues as secretary of the section and Dr. Lester 
Bibler, Indianapolis, Ind., will be delegate for another 
year. Alternate delegate is Dr. M. B. Casebolt, Kansas 
City, Mo. Dr. Frohman is the new representative to 
scientific exhibit. 

In is chairman’s address, Dr. Frohman urged 
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doctors to brush up on fundamental aspects of nuclear 
physics as quickly as possible so that the dangers of 
radiation to persons exposed to it in the nuclear power 
plants and other devices soon to come will be better 
understood. 

The Section on General Practice, in cooperation with 
the Illinois Academy of General Practice and the Na- 
tional Tuberculosis Association, promoted early physi- 
cal examinations for phy- 
sicians through free elec- 
trocardiograms and chest 
x-rays which were devel- 
oped on the spot for guest 
physicians. 

The annual presentation 
of the Distinguished Ser- 
vice Award by the AMA, 
one of medicine’s highest 
honors, went this year to 
Dr. Walter L. Bierring, a 

ht H. Murray, M.D. 
AMA president, for ig 
is achievements in public yyy 
health and for 40 years of mat 
service in medical examin- 
ing board work. 

Dr. George N. Papani- 
colaou, cited earlier this 
year for the 1956 Passano 
Foundation Award, was 
honored at a reception and 
dinner given June 13 in 
the Palmer House. He was 
selected for his fundamen- 
tal researches in exfoliative 
cytology. Hugh H. Hussey, M.D. 

In the Medical Exhibit- goes fo GP's 
ors Association, Mr. Don 
Robertson of Sharp and 
Dohme was installed as 
new president; Mr. R. T. 
Osterlund of Johnson and 
Johnson was elected vice 
president; Mr. Howard M. 
Bilden of Ciba Pharmaceu- 
tical Products, Inc., was 
elected secretary and Mr. 
William W. Gallagher of 
MacGregor Instrument Co. 
is the treasurer. George L. Thorpe, M.D. 

The 1956 Clinical Session Kansan ts chairman of Gen- 
will be November 27-30 in 7! Practice Section 
Seattle, Wash. Next year New York City will draw the 
Annual Session June 3-7. Many of the activities will be 
held in New York’s new Coliseum in Columbus Circle. 
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BEHIND THE HANDS THAT HEAL 


10,000 Birtcher Megason Ultrasonic Units 


ARE YOU USING ULTRASONICS IN YOUR DAILY PRACTICE? 


We receive many unsolicited letters from medical 
men everywhere on their experience with Ultrasonic 
therapy. The following is a typical comment: 


“My results have been largely good, and in 
some cases astounding ...I have given a num- 
ber of lectures on ultrasonic energy and I always 
end my talk by saying to my audience, ‘I can 
only advise you to try ultrasonics in your own 
office and be prepared to hardly believe what you 
see happen before your own eyes’.” 


behind the 
hands that heal 


THE BIRTCHER CORPORATION 


the world’s largest volume producer 
of electro-medical-surgical devices 


More than 15,000 physicians in the U.S. alone are now 
employing. this therapy with excellent, sometimes 
startling results. Over 10,000 of the ultrascnic ma- 
chines in use in this country are “Birtcher-Built.” 
The June issue of GP contained an article entitled 
“Ultrasonic Radiation in the Treatment of Epicondy- 
litis.” It is one of the hundreds of papers that have 
been published on the subject. A large collection of 
these papers is yours for the asking. If you would 
like a demonstration in your office, we will be happy 
to arrange for one. 


THE BIRTCHER CORPORATION Dept. GP-856 
4371 Valley Blvd. Los Angeles 32, California | 


(C0 Send me Medical Ultrasonic re-prints. 
(CO I would like a demonstration in my office. 


Dr 
Address. 
City. 


GP Volume XIV, Number 2 


| 
| 
4 
| 
| 
4 
é 
: ‘ 
x 
| 
| | 
| 
| | 
158 


Trends and Events in the Nation’s Capital 


To Determine Doctor Shortage 


A CONGRESSIONAL INVESTIGATION to determine whether 
the U.S.A. has a shortage of physicians may be au- 
thorized next year. 

The prospective inquiry also would examine into 
such matters as the rising tide of foreign trained doctors 
coming to this country for internship and residency 
training; admission policies of American medical 
schools; extent to which Americans go abroad for 
their medical training, and factors bearing on state 
licensing of physicians who are graduates of foreign 
medical schools. 

On May 29, Representative Francis E. Dorn (Re- 
publican) of New York introduced a bill establishing a 
survey commission that would seek the answers to 
these and other questions. Although it was introduced 
too late in the session to have a chance of enactment 
this year, the bill undoubtedly will be reintroduced 
when the new 85th Congress convenes in January. 

With government becoming more and more con- 
cerned with medical care—both its professional and 
economic aspects—the feeling is growing on Capitol 
Hill that a multiphasic survey such as the Dorn bill 
contemplates is essential if Congress is to act intel- 
ligently on national health legislation. 

Procurement of physicians for the armed services, 
federal subsidies for construction of hospitals and re- 
search facilities, utilization of civilian doctors for care 
of servicemen’s dependents, provision of medical bene- 
fits for federal employees and their dependents—these 
are a few of the legislative issues taken up by Congress 
in 1956 which would have been better illuminated if 
better and more up-to-date information had been avail- 
able on numbers, distribution, type of practice and 
hospital affiliations of the nation’s doctors of medicine. 

Representative Dorn’s idea is to have a 12-member 
commission, four each to be appointed by the President, 
Vice President and Speaker of the House. Six members 
would come from private life and two each from the 
Senate, the House of Representatives and the govern- 
ment’s executive branch. At least one of the six from 
private life would be a physician. 


Dependents’ Medical Bill Signed 


Ever since President Eisenhower signed the military 
dependents’ medical care bill on June 7, the Depart- 
ment of Defense has been consulting with medical and 
hospital leaders on methods of implementing the new 
law. Congress imposed a six-month limit on prepara- 
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tion for the program. Ac- 
cordingly it must be 
launched no later than the 
first week in December. 

Military and Congres- 
sional spokesmen went to 
Chicago in June to brief 
AMA officers and trustees 
on plans being considered 
for the use of private prac- 
titioners for care of depen- 
dents. More meetings were 
held subsequently at the 
Pentagon in Washington; 
attended by representatives 
of medical groups, Blue Cross, Blue Shield, insurance 
companies and service plans. From GP’s Special Wash- 
ington Correspondent. 


Rep. Francis E. Dorn 
Proposed Congressional 
query on doctor shortage 


Dr. Leonard Scheele Bows Out 
of Public Life in Leaving PHS Post 


On Aucusr 1, the resignation of Dr. Leonard A. 
Scheele as surgeon general of U.S. Public Health Ser- 
vice became effective—just 3% months after he began 
his third four-year term as head of PHS. 

He made his decision “‘in the interests of providing 
more properly for the future security of my family.” 
Dr. Scheele with a wife and three children (ages nine 
to 18) to support is slated 
to be president of Warner- 

Chilcott Laboratories with 
a reported income of $60,- 
000 a year. His surgeon 
general salary was $16,800. 

President Eisenhower ac- 
cepted Dr. Scheele’s resig- 
nation with regret. He par- 
ticularly stressed Dr. 

Scheele’s invaluable ser- 
vice to himself and to the 
Secretary of Health, Edu- 


cation and Welfare. Found Public Service Costly 


Doctors Should Tell the Truth Says 
Dr. Frohman in Saturday Evening Post 


‘THE COMPETENT PHYSICIAN has a good deal to gain and 
nothing to fear in giving honest, complete and intel- 
ligible answers to the patient’s query of what has been 
done for him, Dr. I. Phillips Frohman, well-known 
Academy member from Washington, D. C., says in the 
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Report from Carnation Research Laboratory 


Nutritional Research 
The never-ending effort to reach even 
higher standards for Carnation prod- 


ucts includes both biological and ana- 
lytical research. In the latter phase, all 


necessary, highly-definitive equipment 
is available at Carnation Research 
Laboratory. Here, for example, a staff 
member determines vitamin B content 
of a Carnation product, using a Beck- 
man Quartz Spectrophotometer. 


Van Nuys, California 


Product Stability Research 


Carnation research also assures prod- 
uct stability—the retention of optimum 
food values under maximum adverse 
conditions. Among other facilities in 
this phase of research, a diurnal cy- 
cling cabinet permits staff members 
to study Carnation products under ex- 
tremes of temperature and humidity. 


Mass Production Research 


Carnation Research Laboratory in- 
cludes a complete pilot plant staffed 
by competent technicians. This plant 
permits production of new or improved 
Carnation products in quantities be- 
yond laboratory amounts. Mass pro- 
duction problems can be detected and 
further research instituted. 


CARNATION PROTECTS YOUR 
RECOMMENDATION WITH 
CONTINUOUS 5-PHASE RESE 


Carnation Research Laboratory, 

Carnation Farms, 

Carnation Plant Laboratories, 

Carnation Central Product 
Control Laboratory, 

Carnati ed University 
and Association Research. 


"from Contented Cows” 
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Jead article of the June 16 issue of The Saturday 
Evening Post. 

In the article entitled, ““Doctors Should Tell the 
Truth,” Dr. Frohman has recounted some of his ex- 
periences to Author Sidney Shalett to bear out his 
reasoning that patients should be told what has been 
done for them. 

“As a general practitioner,” Dr. Frohman said, 
“each year I see scores of new patients who are wholly 
uninformed as to their past medical history. I would 
like to see this corrected. The time has come for doc- 
tors to stop treating their patients like backward 
children, morons or security risks.” 

Dr. Frohman suggested two steps to help put an end’ 
to the unfortunate business of doctors working in the 
dark with uninformed patients. 

Every physician should start providing his patients 
with a written statement, setting down the details of 
surgery or of major medical treatment, with emphasis 
on complications likely to affect decisions and actions 
by doctors who may be called upon to treat these 
patients in the future. 

The second step would mean the organization of a 
joint committee, representing the major medical socie- 
ties, that would draft a universal medical-identification 
card and code, consisting of letters and symbols which 
doctors everywhere would understand. 

He added that he felt it is inexcusable negligence for 
a physician to fail to warn a patient who has ever dis- 
played symptoms of reaction to antibiotics, tetanus 
antitoxin or other drugs, so that the patient himself 
may advise the next doctor. 

He stressed that the case for a universal medical 
identification card is made urgent by the great in- 
crease in travel, both domestic and international, in 
the last few decades. 

From the standpoint of practicing better medicine 
such a card would greatly help the doctor who is see- 
ing an emergency patient for the first time. He would 
not be fumbling in the dark with the patient’s life in 
the balance. And he wouldn’t be hearing: 

“All I know is what my doctor said, and he didn’t 
say much. Something about my gall bladder.” Of all 
the frustrations that a doctor may have Dr. Frohman 
says none is worse than hearing a patient say ““Some- 
thing about my gallbladder!” ‘Something about my 
womb!” ‘Something about a tumor that was pressing 
on something.” 

During Dr. Frohman’s 15 years in general practice, 
he said his figures indicate that 62 per cent of adult 
female patients who have had more than one abdominal 
operation cannot give a full, intelligent history con- 
cerning what was removed. 

In his experience, male adults seem to be better 
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informed, or perhaps it’s 
because they have fewer 
abdominal organs that are 
prone to require surgery. 

He gave one account of 
a newcomer to his city, a 
Mrs. Jones who had intern- 
al bleeding. The best he 
could make from her con- 
versation was that she had 
had an operation about 
five weeks before that. She 
was intelligent, but regard- 
ing vital information, she 
was as vague as a child 
from another planet. 

On the whole, patients want and expect an answer 
to their questions concerning their health. Dr. Froh- 
man said that thanks to the wide dissemination of 
medical information by magazines, newspaper and 
other means of communications, today’s patients no 
longer are overawed by medicine and doctors. 

With but one reservation Dr. Frohman stated that 
he felt it was a mistake not to inform a patient fully 
as to the nature of an illness. 

The reservation involved serious illnesses such 
as cancer. He feels a doctor must reason whether a 
patient could “take” the truth about his condition. 
In some cases it is almost murder, with patients com- 
mitting suicide, rather than face what’s ahead of them. 

If the person can be told, he advises that no time 
limit on life should be p!aced—such as “two months 
to live.” He gave two reasons for his thinking. In the 
first place, many patients live long after their demise 
is expected and secondly, medical science is moving 
ahead so fast that no one can say when a cure might be 
effected. 

**Why condemn a man when his reprieve may be on 
the way?,” is Dr. Frohman’s feeling in the matter. 

**Medicine is a scientific profession, not a mysterious 
cult, and there is no reason why we cannot talk about 
what we are doing,” he concluded. 


|. Phillips Frohman, M.D. 
The patient has a right to 
know what has been done 


for him.” 


Presentation of Mead Johnson Award 
Certificates Being Made Over the Nation 


Dr. Barsara ANN Hicaie representing the distaff side 
of the 1956 Mead Johnson Award winners was honored 
at a special ceremony May 8 for the presentation of her 
award certificate (see cut on page 163). 

The presentation was made at Orange Memorial 
Hospital in Orange, N. J., by Dr. Richard R. Cham- 
berlain of Maplewood, N. J. who is a member of the 
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UNITENSEN + 


ADVANTAGES 


positive, dependable 
lowering of blood pressure 


safety ...no postural 
hypotension, bladder 
obstruction or renal 
complication 


improvement of total 
circulation and increased 
cardiac efficiency 


economy 


nausea and emesis in 
higher dosage 


some flatulence, 
nervousness and urinary 
frequency 


ADVANTAGES 


mild, hypotensive action 


caiming...tranquilizing 
effects 


safety 


well tolerated in average 
doses 


ADVA 
slow acting 


not effective alone in 
moderate and severe 
hypertension 


may cause nasal 


stuffiness, weight gain... 


depression in some 
patients 


UNITENSEN-R 


UNITENSEN-R 


COMBINES THE 
ADVANTAGES 

OF EACH 
ELIMINATES THE 
DISADVANTAGES 
OF BOTH 


easier to prescribe because 
of the single dosage form 


dependably lowers blood 
pressure 


economical 


the component drugs 
“acting in concert’ cut 
dosage requirements in 
half...practically 
eliminating side reactions 


therapy with complete 
safety 


1. Cohen, B.M.; Cross, E.B., 
and Johnson, W.: Am. Pract. 
6: 1030, 1955. 


Each tablet contains: 


Cryptenamine 1mg. 
(as the tannate salt) 


Reserpine 0.1 mg. 


also available: UNI TENSEWN*® tannate tablets 
(contain cryptenamine 2 mg.) 


For prescription economy: 
prescribe Unitensen-R in 50's 


TO SERVE YOUR PATIENTS TODAY—Call your pharmacist for 1 tablet t.i.d. 
any additional information you may need to help you ee 


Unitensen-R. He has been especially alerted. *T.M., Reg. U.S. Pat. Off. 
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Academy’s Committee on Mead Johnson Awards for 
Graduate Training in General Practice and president- 
elect of the New Jersey Academy of General Practice. 

Dr. Higbie is a graduate of Woman’s Medical Col- 
lege of Pennsylvania and took her internship at 
Orange Memorial Hospital. 

Another of this year’s ten Mead Johnson winners, 
Dr. J. Ardis Bell, received his $1,000 scholarship 
award for a residency in general practice in special 
ceremonies May 31 at Peter Smith Hospital, Ft. Worth 
where he had interned this past year. Dr. Holland T. 
Jackson, one of the AAGP’s founders and the 1956 
Texas General Practitioner of the Year, made the pre- 
sentation to Dr. Bell. Dr. Bell, a graduate of the Uni- 
versity of Texas Medical School, Galveston, is now 
taking his general practice residency at Peter Smith 
Hospital and has been chosen chief resident. 

A meeting of the King County (Washington) chap- 
ter May 28 in Seattle, Wash. was the setting for the 
presentation of the Mead Johnson Award certificate 
to Dr. Leo R. Green, another of this year’s winners. 

Dr. Erroll W. Rawson who was then president of the 
Washington state chapter, presented the award to Dr. 
Green, a medical officer at the 13th Naval District 
Dispensary. Dr. Green now is taking his residency in 
general practice at Sacramento County Hospital in 
California and upon its completion he plans to return 
to his home town of Alton, Ill. to enter general prac- 
tice there. 

Another of the award presentations to be reported 
from state chapters was the ceremony for Dr. John 
Loudenslager at a dinner meeting of the Summit 
County chapter in Akron, Ohio. The Ohio chapter’s 
executive secretary, Dr. Earl McCallister, along with 
Summit County President Arthur Dodbin, made the 
presentation to Dr. Loudenslager who is one of two 
interns awarded this honor in Ohio. The other Ohioan 
was Dr. Richard Juergens of Toledo. Dr. Loudenslager, 
a graduate of Ohio State University, interned at Akron 
City Hospital. 


Honorary AAGP Member To Help Advise 
Distribution of Medical School Money 


AN HONORARY MEMBER of the Academy, Dr. Franklin D. 
Murphy, chancellor of the University of Kansas, has 
been named a member of a committee to advise the 
Ford Foundation how to distribute $90 million to 
medical schools. 

The foundation’s president, Rowan Gaither, an- 
nounces that the committee will be headed by Lee 


DuBridge, president of the California Institute of 
Techn: logy. 
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Representative of ten such presentations that have been made around 
the country to this year’s Mead Johnson Award winners—In Orange, 
N. J., Dr. Barbara Ann Higbie of Union, N. J., the only female 
winner of this year’s scholarships, is shown receiving her certificate 
of award from Dr. Richard R. Chamberlain (left), president-elect of 
the New Jersey Academy. In the center, observing the presentation, is 
Mr. Robert Scott of Mead Johnson ¢ Company. 


The $90-million allocation is part of a $500-million 
bequest to privately supported colleges, hospitals and 
medical schools announced by the foundation last 
December. 

Other members besides Mr. DuBridge and Dr. 
Murphy are Dr. George P. Berry, dean of Harvard 
Medical School; Dr. Detlov W. Bronk, president of the 
Rockefeller Institute; Carlyle Jacobsen, dean for medi- 
cal education, State University of New York; Leonard 
Carmichael, secretary of the Smithsonian Institution; 
Dr. Ward Darley, president of the University of Colo- 
rado; Dr. John H. Dingle, medicai professor at Western 
Reserve University; Leon Falk, chairman of the Falk 
Foundation, Pittsburgh; Crawford Greene, San Fran- 
cisco lawyer; Robert M. Hanes, banker at Winston- 
Salem, N. C.; Mrs. Albert D. Lasker, president of the 
Lasker Foundation; Dr. Robert F. Loeb, medical pro- 
fessor at Columbia University; William F. Loomis, 
Greenwich, Conn. and Robert W. Woodruff of the 
Coca-Cola Company, Atlanta. 


Dr. Howard Rusk Heads Health Advisory 
Board for Office of Defense Mobilization 


Dr. Howarp A. Rusk, professor and chairman of the 
Department of Physical Medicine and Rehabilitation 
at New York University-Bellevue Medical Center, has 
been named chairman of an interagency health ad- 
visory board for the Office of Defense Mobilization. 

Arthur S. Flemming, head of the agency, said the 
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ONLY 


For GYN examinations or treatment, only the 
Ritter Universal Table gives you the exact Tren- 
delenburg and ideal table height you require . . . 
without physical effort. 

Seated on your Ritter stool you elevate the pa- 
tient to your most convenient examining level 
with a light touch of your toe . . . easily, smoothly, 
quickly . . . quietly. Easy turn of the hand wheel 


TABLE GIVES YOU... 


at your 
eye level 


... 90 EASILY 


tilts the patient to the desired degree of Trende- 
lenburg. 

This is just one example of the famous 12 basic 
positions of the Ritter Universal Table. Call your 
Ritter dealer for more information and a demon- 
stration . . . or write the Ritter Company, Inc., 
3620 Ritter Park, Rochester 3, New York. 
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board’s primary function is to advise him on inter- 
agency problems in planning for defense mobilization 
purposes for the use and control of health resources. 
The board will include in its duties advice on profes- 
sional and auxiliary health manpower, health supplies 
and equipment and health facilities. 

In addition to Dr. Rusk, the board will be composed 
of representatives from the departments of defense, 
army, navy, air force, and Health, Education and Wel- 
fare, the Federal Civil Defense Administration and 
Veterans Administration. 

Dr. Rusk is an honorary member of the Academy. 
He will continue as chairman of the Health Resources 
Advisory Committee, composed of nongovernmental 
medical, dental, nursing and hospital officials who 
meet at regular intervals in Washington to pass on 
miscellaneous national health matters. 


Doctor Population in United States 
Increased by 3,800 During 1955 


Ir THE NEARLY 4,000 physician deaths in 1955 were de- 
ducted from the actual number of physicians receiving 
licenses for the first time this past year, there would 
still be an increase of 3,800 in the total physician pop- 
ulation, according to figures published by the AMA’s 
Council on Medical Education and Hospitals. This is 
about 450 fewer physicians than the number added to 
the population in 1954, which was a record year, ex- 
ceeded only by 1946. 


during the year, but 7,103 of them went to doctors 
already holding licenses from another state or to men 
who took examinations in more than one state. 

Most of the candidates who received licenses by ex- 
amination came from 74 approved U.S. medical schools 
and 11 in Canada. The rest were from foreign schools, 
unapproved schools and schools of osteopathy. 

The greatest number of graduates of any one school 
¢xamined was the 204 from the University of Illinois 
College of Medicine. Jefferson Medical College, Phila- 
delphia had 185 graduates, the greatest number ex- 
amined from a private school. Twenty-four other 
schools had more than 100 licenses. 


American Medical Schools Draw High 
Ratio of Foreign Physicians This Year 


THERE ARE ONLY about 29 per cent as many Americans 
studying in foreign medical schools this year as there 
ae foreign physicians in the United States completing 
their professional training as interns or residents. 
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State and territorial boards issued 14,840 licenses 


The 6,033 foreign physicians in this country are 
training in 764 hospitals listed as approved for intern- 
ships and residencies by the AMA’s Council on Medi- 
cal Education and Hospitals. This is almost a thousand 
more physicians than the 5,036 reported in 1954-55. 

They are distributed among all but four of the states. 
Only Idaho, Nevada, New Mexico and Wyoming have 
no foreign physicians in training. The physicians came 
from 84 different countries with the Philippine Is- 
lands, Canada, Mexico, Germany, Turkey and Italy 
sending the greatest number. 

The survey made by the Institute of International 
Education and the AMA, also found that 1,730 Ameri- 
cans are studying in 26 countries. Switzerland, Italy, 
Canada, Netherlands and Belgium each have more 
than 100 American students. The University of Bolog- 
na (Italy) with 243 American medical students has the 
largest number. The next five are the University of 
Geneva (Switzerland), University of Lausanne (Switz- 
erland), McGill University (Canada), University of 
Leiden (Netherlands) and University of Heidelberg 
(Germany). 

The survey does not include alien physicians who 
are in the U.S. taking graduate courses or engaged in 
research, immigrant physicians and Americans who 
studied medicine abroad. 


Medical News in Small Doses: 


A past ACADEMY PRESIDENT, Dr. W. B. Hildebrand, 
Menasha, Wis., was elected vice speaker of the House 
of Delegates of the Wisconsin State Medical Society 
during its 115th annual meeting in Milwaukee. Dr. J. 
W. Fons, Academy member from Milwaukee, was re- 
named speaker of the house. ... The Journal of the 
American Medical Association which heretofore has 
been printed in its own Chicago plant is now being 
published by McCall Corporation, Dayton, Ohio. 
McCall Corporation has printed Today's Health, an 
AMA publication, since 1950. The change over began 
July 1 ... Health Information Foundation, Inc., re- 
ports the election of George F. Smith, president of 
Johnson & Johnson, as chairman of its board of 
directors. Mr. Smith succeeds William L. Dempsey, 
an investment banker. ... The Academy’s Dr. Kate 
Pelham Newcomb, Woodruff, Wis., who received na- 
tional acclaim for her efforts in providing a hospital for 
her home community, died May 30 after undergoing 
surgery to correct a broken hip. Some time ago the 
North Woods woman physician was honored on the 
national television program, ‘““This Is Your Life,” and 
following her appearance, contributions totaling more 
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than $150,000 were received for the Woodruff hospi- 
tal. ... The 1955 Albert Lasker Medical Journal 
Awards for outstanding reporting on medical research 
and public health have gone to three writers and a tele- 
vision program. The winners are Selig Greenberg of 
the Providence, R. I. Journal and Evening Bulletin; 
Mrs. Joan Geyer of the Provo, Utah Daily Herald; 
Steven M. Spencer, association editor of The Saturday 
Evening Post; and ‘“The March of Medicine” documen- 
tary film and live-action series produced by Smith, 
Kline and French Laboratories. ... The California 
PTA has awarded an honorary life membership to Dr. 
Carroll Andrews, Sonoma, Calif. for his work as rep- 
resentative of the California Academy of General Prac- 
tice on the State Rural Health Council. 


“Good Heavens! | must be using the ash tray!” 
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A recent Seminar at the New York Academy 
of Sciences emphasized the general accept- 
ance by distinguished authorities of the 
hypothesis that psoriasis depends for its 
development upon a disturbance of fat 
metabolism.* 


Clinical evidence indicates psoriasis may be 
due to a disturbance of the lipid metabolism, 
evidently caused by a deficiency of pancre- 
atic enzymes.* 
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News from the State Chapters 


A Day-Lonc ProcraM on May 17 in Baltimore cover- 
ing prenatal care, coronary occlusion, jaundice, ster- 
oids, office surgical procedures and physical medicine 
comprised the Symposium on General Practice which 
the Maryland arid District of Columbia chapters 
chalked up as their most successful joint meeting effort. 

Three hundred-eighty persons attended a special 
luncheon for the doctors, wives and guests (see cut). 
Special guests were The Honorable Theodore R. 
McKeldin, governor of the state of Maryland, and Mr. 
Norman A. Cousins, editor of The Saturday Review of 
Literature, who was the luncheon speaker. Musical en- 
tertainment was presented by members of the Balti- 
more Civic Opera Company. Of the luncheon attend- 
ance, approximately 125 were doctors’ wives. The in- 
yocation was given by the Most Reverend Jerome D. 
Sebastian, auxiliary bishop of Baltimore. 

Good coverage was given the scientific session via 
the press, radio and TV. Just one-half hour after the 
session was over one television station presented a 
short news reel taken at the symposium. Scientific 
speakers were Drs. William Dock, Brooklyn, N. Y.; 
Edwin DeCosta, Chicago; Robert Parker, Rochester, 
Minn.; Donald A. Covalt, New York City; Ben Eise- 
man, Denver and Robert Kark, Chicago. 

Presiding officers for the symposium were Dr. 
Robert W. Farr, chairman of postgraduate education 
for the Maryland chapter, who gave the welcoming ad- 
dress; Dr. Nathan E. Needle, Maryland chapter presi- 
dent and Dr. Samuel Diener, president of the District 
of Columbia chapter, who were moderators (see cut). A 
cocktail reception was held following the close of the 
afternoon session. 
> The third annual Kenlake seminar, sponsored by the 
Kentucky and Tennessee chapters, was held at Ken- 
lake Hotel in Cadiz, Ky., July 12. A featured guest 
speaker was Academy Board chairman, Dr. Fount 
Richardson of Fayetteville, Ark., who gave a dinner 
address. 

Scientific talks were given by Drs. F. Tremaine Bill- 
ings, Jr., associate professor of medicine, Vanderbilt 
University, Nashville; Henry Turner, assistant pro- 
fessor of obstetrics, University of Tennessee, Memphis; 
E. G. Grantham, associate professor of neurosurgery, 
University of Louisville and Allen McAfee, depart- 
ment of surgery, Washington University, St. Louis. 

A recent postcard questionnaire poll made by 
KAGP News, publication of the Kentucky chapter, 
showed that Kentucky physicians oppose a medical 
schoo! at the University of Kentucky, but favor added 
state aid to the University of Louisville Medical School. 
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at the recent symposium luncheon which was sponsored jointly by 
the Maryland and District of Columbia chapters. Honorees were 
Guest Speaker Norman A. Cousins, editor of Taz Satrurpay Re- 
view OF LrreraTuRE; The Honorable Theodore R. McKeldin, gov- 
ernor of Maryland; deans of the medical schools of the University of 
Maryland, Johns Hopkins University, Georgetown University and 
George Washington University; department heads and members of 


the various faculties. 


Final Details are Checked—Going over last minute details of the 
Maryland-District of Columbia chapters’ symposium are Drs. 
Wolcott L. Etienne, Maryland board member (left to right), Rebert 
W. Farr, Maryland president-elect; Nathan E. Needle, Maryland 
president; Samuel Diener, District of Columbia president and Mr. 
Joseph P. Young, pharmaceutical representative. 


Carroll L. Witten, M.D., Louisville, editor of KAGP 
News, reports that 2,375 cards were mailed. Of those 
who replied more than 87 per cent opposed the build- 
ing of a second school. 
> A tribute to Dr. M. Pinson Neal, Missouri University 
pathology professor, was made at the Greater Kansas 
City (Kansas and Missouri) chapter meeting May 17. 
The plaque (see cut) awarded Dr. Neal “for his meri- 
torious work in medical education,” was presented by 
Dr. Thomas Dwyer of Mexico, Mo., president of the 
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Missouri chapter, on behalf of the Kansas City chapter. 
Dr. Neal has taught at the university 34 years. 

Dr. Neal said the growth of specialism has accentu- 
ated the need for family physicians as guides, the key- 
stone in the arch of today’s complex medical service. 
He went on to say that family doctors now as in the 
past, practice psychosomatic medicine with under- 
standing, personal insight, reassurance and sharing of 
life’s troubles with their patients. 

You of all people”, he said to the assembled doc- 
tors, “recognize that patients receive the best care 
when doctors work together—general practitioner, 
specialist, and consultant, helping each other as coals 
of fire warm each other.” 

Also honored was Dr. Hugh H. Owens, who was 
named the chapter’s 1956 ‘‘General Practitioner of the 
Year.” Dr. Owens is Jackson County coroner and has 
practiced in Kansas City nearly 40 years. 

New officers elected at the meeting were Dr. George 
V. Feist, president, succeeding Dr. Richard R. Becker ; 
Dr. Edson C. Carrier, president-elect; Dr. Otto W. 
Theel, secretary and Dr. Harry K. Cohen, treasurer. 
> Dr. Gustavo A. Motta of Providence has been named 
president of the Rhode Island chapter. Dr. Ulysse For- 
get of Warren is the new vice president. 

The chapter’s annual dinner meeting in May feat- 
ured a forum discussion on “Help for the Hopeless.” 
The subject was approached from a philosophic, rather 
than a technical viewpoint. 
> The fourth annual scientific and business meeting of 
the Washington State Academy on May 25-26 in 
Spokane was a huge success with 233 physicians being 
registered from Washington, Oregon, Idaho, Montana 
and British Columbia. In addition, 80 technical ex- 
hibitors and 48 ladies were registered bringing the 
total count to 361. At the Saturday banquet about 200 
persons heard Academy President J. S. DeTar of 
Milan, Mich. give a stirring talk on “The Generalist, 
the Hospitals and the AMA.” Gonzaga University 
Men’s Glee Club presented 45 minutes of musical en- 
tertainment. 

Highlight of the meeting was the creation of the 
Washington Academy of General Practice Student 
Loan Fund for needy medical students at the Univer- 
sity of Washington Medical School. The fund was 
created in memory of the late Dr. Merrill Shaw. A 
check for $1,000 was given Dean George Aagaard of 
Washington University Medical School to begin this 
fund. The chapter hopes, by yearly contributions and 
individual donations, to bring this amount up to an 
ultimate $10,000 after which it will be a self-perpetuat- 
ing fund. 

New officers of the Washington chapter are Dr. R. 
Mac O’Brien of Spokane, president (see cut), succeed- 
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This plaque was presented to R. Mac O'Brien, M.D. 

Missouri University’s Dr. M. Newly elected president of the 
Pinson Neal by the Greater Washington state chapter. 
Kansas City chapter for his 

work in medical education. 


ing Dr. Erroll W. Rawson of Seattle; Dr. Ralph High- 
miller of Olympia, vice president; Dr. John C. Ely of 
Spokane, secretary-treasurer and Dr. W. E. Newman of 
Spokane, assistant secretary-treasurer. New trustees 
are Dr. Michael Buckley of Bellevue and Dr. Galen A. 
Rogers of Clarkston. 

> More than 500 persons attended Pennsylvania 
Academy’s eighth annual meeting May 18-20 in Bed- 
ford Springs, surpassing in attendance all previous 
Keystone chapter meetings. More than half of the regis- 
trants were doctors. 

A full day of deliberation by the Pennsylvania house 
of delegates found them recommending the appoint- 
ment of a special committee to consider setting stan- 
dards of preceptorships for medical students in their 
third and fourth years, and setting up machinery for 
grading and approving individual doctors as pre-~ 
ceptors. 

The chapter’s commission on membership reported 
to the house that 190 new members had been added to 
the roster since the last annual meeting, bringing total 
PAGP membership to 945. 

Officers of seven newly organized sectional chapters 
—Tri-County, Butler, Allegheny, Delaware, Lan- 
caster, Chester and Westmoreland—teceived charters 
from President Arthur Clateman. 

It was announced that the Pennsylvania Academy 
will again be in charge of the general practice sessions 
of the MSSP annual meeting October 26-27 in Atlantic 
City. 

At its final session the house elected Dr. Ethan L. 
Trexler, president-elect; Dr. George A. Rowland, 
vice president; re-elected Dr. Horace W. Eshbach, 
secretary-treasurer. (See cuts.) Dr. John Nave was 
named to a two-year term on the board of directors and 
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Drs. Claude E. Richardson and Alexander Munchak 
were elected to three-year terms as directors. Dr. 
Charles K. Rose was re-elected a delegate to the AAGP 
Assembly for another two years. Dr. Kenneth M. 
McPherson was installed as president, succeeding Dr. 
Clateman, the next evening at the banquet. (See cuts.) 

A group of six very capable speakers presented the 
scientific program on May 19. They were Drs. Edward 
Marshall, East Cleveland, Ohio; Benjamin Manchester, 
Washington, D. C.; George T. Pack, New York City; 
and William D. Stroud, Newlin F. Paxson and Leandro 
Tocantins, all of Philadelphia. 

AAGP Executive Secretary Mac F. Cahal was guest 
speaker for the annual banquet. His topic was “Social 
Medicine.” Next year’s meeting will be held May 26- 
29 in Philadelphia. 
> The South Dakota chapter-sponsored J. A. Kittelson 
scholarship of $100 was among several awards pre- 
sented at the recent annual student medical association 
banquet at the University of South Dakota in Vermil- 
lion. Recipient of the chapter’s award is Richard 
Padrnos of Lake Andes, a sophomore at the university. 
> The New Hampshire chapter helped sponsor a con- 
ference on cerebral vascular disease June 6 in Hanover, 
N. H. Speakers came from Boston and New York as 
well as Hanover. 

Earlier this year, the chapter held a Tri-State Scien- 
tific Meeting with the Maine and Vermont chapters in 
Burlington. A registration of about 100 members heard 
speakers from the University of Vermont College of 
Medicine. 

On April 22 New Hampshire members were guests 
of the Massachusetts chapter at its meeting in Boston. 
About 300 New Hampshirites registered for the meet- 
ing. 

The chapter’s board of directors met May 2 in 
Laconia and planned future meetings. A joint meeting 
and boat trip for members and their families is planned 
for sometime this summer. The annual scientific meet- 
ing is scheduled for October 18 at the Highway Hotel 
in Concord. 

New Hampshire officers are Dr. William D. Thibo- 
deau of Nashua, president; Dr. Falko W. Schilling of 
Manchester, president-elect and Dr. William F. Put- 
nam of Lyme, secretary-treasurer. Board members are 
Drs. Frank R. Allen, Donald G. Barton, Adrian Marsh- 
all, R. F, DeWitt and A. D. Teitelbaum. 
> Dr. D. Wilson McKinlay of Spokane, Wash., a mem- 
ber of the AAGP Board of Directors and chairman of 
the Commission on Education, was luncheon speaker 
at the joint meeting of the West Virginia and Virginia 
chapters July 15 at the Greenbriar Hotel in White 
Sulphur Springs, W. Va. The one-day meeting was 
based on a clinical medicine theme. 
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Pennsylvania Officials—Board members and officers elected at the 
recent eighth annual meeting of the Pennsylvania chapter at Bedford 
Springs are Dr. Ethan L. Trexler of Fleetwood (seated left), president- 
elect and Dr. Kenneth M. McPherson of New Brighton (seated right), 
president. Standing left to right are Drs. Alexander Munchak of 
Scranton, board member; Horace Eshbach of Drexel Hill, secretary- 
treasurer; Claude E. Richardson of Yeadon and John A. Nave of 
Beaver Falls, both board members and George A. Rowland of Mill- 
ville, vice president. 


In Working Session—New officers and board members of the Pennsvl- 
vania chapter were armed with briefcases for an executive session 
during their recent annual meeting. Shown left to right are Drs. 
James G. Kitchen of Pocono Lake, Claude E. Richardson of Yeadon, 
Alexander Munchak of Scranton, John A. Nave of Beaver Falls, 
George A. Rowland of Millville, Ethan Ll. Trexler of Fleetwood, 
Horace Eshbach of Drexel Hill, Kenneth M. McPherson of New 
Brighton and Arthur Clateman of Pittsburgh. 


With Special Guests— Pennsylvania chapter officers pose with their 
banquet guests. Standing, left to right, are Dr. Eimer G. Shelley, 
president-elect of the Medical Society of the State of Pennsylvania; 
Dr. Arthur Haines, AAGP director; Mr. Mac F. Cahal, AAGP exec- 
utive secretary, who was the principal speaker; and Dr. Kenneth 
McPherson, Pennsylvania president. Seated, left to right, are Dr. 
Horace Eshbach, secretary-treasurer and Dr. Arthur Clateman, im- 
mediate past president. 


Keystone State Banquet—ZJt took a double-tiered head table to accom- 
modate the dignitaries at Pennsylvania’s eighth annual banquet. 
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In prescribing be sure to write for Medihaler-Iso Riker 
(or Medihaler-Epi) AND Medihaler Oral 
Adapter. For refilis, write for medication only. 


LOS ANGELES 
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A regional meeting of the West Virginia chapter was 
held at the Chancellor Hotel in Parkersburg May 20. 
The program, divided into two sessions, was on allergy. 
Lecturers were Drs. Leo H. Criep and Jack D. Myers 
of the department of medicine and allergy section of 
the University of Pittsburgh School of Medicine. 
> One of several sponsors of the April 25 Cancer Day 
of the Kings County Hospital in Brooklyn was the 
Brooklyn (NewYork) chapter. Program chairman was 
Dr. Louis Berger of the Brooklyn Cancer Committee. 
The program featured several films and panel discus- 
sions. 

A forum on childrens’ health, fourth in a series 
sponsored by the Albany (New York) chapter, Times- 
Union of Albany, Medical Society of Albany County, 
Albany County Department of Health and Albany 
Medical College, was conducted April 10 in the Albany 
High School. 
> Dr. Richard B. Elgosin of Hamden presided over a 
Connecticut chapter program conducted during the 
state medical society’s 164th annual meeting in Ham- 
den April 24-26. Lecturers on the program were Dr. 
Louis Weinstein and Dr. Carl E. Cassidy of Boston. 
They were followed by a general discussion. 
> Terre Haute was the site of the final Indiana chapter 
road show for the 1955-56 season, held April 6. Dr. 
Norman M. Silverman was in charge of local arrange- 
ments. Speakers were Drs. Richard M. Nay of Indian- 
apolis and William C. Vance of Richmond. 

On June 13, Muncie held the first of the road shows 
for the 1956-57 season. Dr. Irwin S. Hostetter, director 
for the 8th district, acted as local arrangements chair- 
man. Cocktails and dinner were served. 
> A luncheon-meeting of the Ilinois chapter was held 
during the 116th annual meeting of the Illinois State 
Medical Society held in Chicago May 15-18. 
> The Southwestern Ohio Society of General Physi- 
cians (Ohio) chapter was among sponsors for a one-day 
venereal disease seminar held at the University of Cin- 
cinnati College, May 17. Emphasis was shifted from 
clinics as it has been in the past, to physicians’ offices. 
Dr. Ralph E. Dwork, director of the Ohio Department 
of Health, announced the program. 

Guest speakers included Dr. Evan Thomas, consul- 
tant in venereal diseases, New York State Department 
of Health and Dr. Harold J. Magnuson, chief, Opera- 
tional Research Section, Venereal Disease Program, 
U. S. Public Health Service, Washington, D. C. 
> The New Mexico chapter participated in the 39th 
annual meeting of the New Mexico Tuberculosis Asso- 
ciation held in Caldwell, Idaho in mid-April. The pro- 
gram was presented by Dr. R. William Russell, chief of 


clinical research for the National Jewish Hospital in 
Denver. 
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TRICHOMONADS 
WITHIN 15 SECONDS 


TH the Davis technic,t using Vacisec® liquid and 

jelly, flare-ups of vaginal trichomoniasis rarely occur. 

Vacisec liquid actually explodes trichomonads within 
15 seconds after douche contact.! Better than 90 per cent appar- 
ent cures follow use of this new trichomonacide developed as 
“Carlendacide,” by Dr. Carl Henry Davis, noted gynecologist, 
and C. G. Grand, cell physiologist.” 


CONTACTS EXPLODES 


No trichomonad escapes—Three chemicals in Vacisec 
liquid combine in balanced blend to weaken the cell membrane, 
to remove waxes and lipids, to denature the protein. With 
its cell wall destroyed, the trichomonad imbibes water, swells 
and explodes. 

Explodes hidden trichomonads — Unlike many agents, 
Vacisec liquid quickly dissolves albuminous materials, pene- 
trates thoroughly.! It explodes trichomonads that tend to persist 
and cause treatment failure. 

The Davis technic — The physician uses Vacisec liquid 
as a vaginal scrub at the office. He prescribes Vacisec liquid 
and jelly for concomitant use at home. 

Infected husbands re-infect wives* — Use of a condom 
breaks the infection cycle.2 A prescription assures the protec- 
tion afforded by Schmid quality condoms — RAMSES,® the 
finest possible rubber prophylactic; or XXXX (rourex)® skins 
of natural animal membranes, pre-moistened. 


References: 1. Davis, C. H.: J.A.M.A. 157:126 (Jan. 8) 1955. 
2. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 


JULIUS SCHMID, nc. 


gynecological division 
423 West 55th Street, New York 19, N. Y. 
tPat. App. for 


Vacisec, RAMSES and XXXX (rourex) are registered trade-marks of 
Julius Schmid, Inc. 
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(Belladonna with & Reserpine) 


the tranquilizing 


tor rapid relief 


abdominal spasm 


SERPEDON* swiftly relieves intestinal spasm and provides phar 
tranquilization, without the use of a habit forming drug. mount 


SERPEDON combines: 

1. three alkaloids of belladonna, equivalent 
to 7 minims of the tincture, for high efficacy 
in relaxing intestinal muscle spasm; and 

2. reserpine to calm the patient and obviate 
anxiety symptoms. 

There is no dulling of the senses, and the pa- 
tient may actively pursue his daily routine. 
Supplied: SERPEDON Elixir in bottles con- 
taining one pint. SERPEDON Tablets in bot- 
tles of 100 and 1,000 scored tablets. 


Walker LABORATORIES, INC., MOUNT VERNON, N.Y., U.S.A. 
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